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AN INVESTIGATION OF THE RELATIONSHIP OF LIFE EVENTS AND
SELF CONCEPT TO DEPRESSION IN A PSYCHIATRIC INPATIENT
ADOLESCENT POPULATION

David L. Harris, Ed.D.
Western Michigan University, 1983

In the present investigation, a group of mildly depressed ado
lescent inpatients was compared with a moderately to severely de
pressed sample on measures of self-concept and life events.

The

expected differences between the groups were hypothesized on the
basis of current theoretical and clinical considerations emphasized
in the literature.

Previous research has implicated the magnitude

of readjustment required by significant life experiences and selfconcept with depression.
Seventy-four subjects participated and were assigned to one of
two groups by dichotomizing scores on the Beck Depression Inventory
The relationships of scores on the Tennessee Self Concept Scale,
Life Event History, and Minnesota Multiphasic Personality Inventory
Depression Scale, to depth of depression were examined.

An addi

tional question addressed the effect of self-concept and life
events combined in predicting later depression.
Subjects were drawn from consecutive admissions to a short
term inpatient adolescent unit in a Midwestern, private, nonprofit
psychiatric hospital over a two-year period.

Fifty female and 24

male subjects ranging in age from 13.3 years to 17.9 years partici-
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pated in the study.
The moderately to severely depressed adolescents were signi
ficantly differentiated from the mildly depressed sample by a lower
self-concept and higher MMPI-D scale score but no difference was
found on the basis of life events.

Life events combined with self-

concept did not yield a greater predictive potential for depression
than did self-concept alone.
The conclusions suggest that, as with adults, a crucial in
verse relationship exists between self-concept and depth of depres
sion in adolescents but cumulative life events are of no value in
*

predicting subsequent depressive episodes.

Consideration is given

to the possibility that such events may be a factor in hospitaliza
tion regardless of diagnosis.

Furthermore, self-concept may be a

mediating variable as to whether an individual's inability to adapt
to, or tolerate, life experiences ultimately leads to depressive
symptoms.
Future studies should more explicitly define life events, the
individual’s support system, and include a disorder free sample.
The effect of life experiences and family strengths may indicate
that the support system, rather than self-concept, mediates the
subsequent emergence of depression.
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CHAPTER I

INTRODUCTION

The syndrome of clinical depression is widely recognized in
the psychiatric literature (Arieti & Bemporad, 1978; Freud, 1946;
Salzman, 1975; West, 1975).

It has come to be considered a major

public health problem (Beck, 1967) with increasing interest in the
disorder witnessed over the past dozen years (Arieti & Bemporad,
1978).

There remains, however, much controversy with regard to its

etiology, nature, classification, and treatment (Arieti & Bemporad,
1978; Beck, 1967; Fenichel, 1945; Rado, 1928; Seligman, 1975).
Even greater debate has emerged as to whether or not depression
exists as a clinical syndrome in children and adolescents (Cytryn
& McKnew, 1972; Cytryn, McKnew, & Bunney, 1980; Eaton, Peterson, &
Davis, 1976; Freedman, Kaplan, & Sadock, 1972; Kashani, Husain,
Shekim, Hodges, Cytryn, & McKnew, 1981; Lesse, 1974, 1982; Toolan,
1962, 1981).
Much of the confusion appears to center around the symptom
pattern since symptomatic behavior in children and adolescents is
usually neither as clearly defined nor as severe and persistent as
in adults (Mussen, Conger, & Kagan, 1974) . Furthermore, Arieti and
Bemporad (1978) suggested that "from a cognitive point of view, the
lack of future orientation and the 'here and now' orientation make
the possibility of self-perpetuating, clinical depression in chil1
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dren less likely" (p. 87).

Also, childhood and adolescence are

periods of emotional turmoil (Masterson, 1967, 1968) when, accord
ing to Freedman et al. (1972), "affective changes are likely to
follow any disappointment" (p. 602).

The wide range of emotional

variability seen in adolescence is considered to make a diagnosis
of a given psychiatric syndrome difficult if not impossible (Ari
eti & Bemporad, 1978; Gallemore & Wilson, 1972; Toolan, 1962).
Given the above difficulties, there is recognition that psy
chopathology can, and does, exist in children and adolescents
(Cytryn & McKnew, 1972; Eaton et al., 1976; Hauser & Shapiro, 1973;
Kashani et al., 1981).

Furthermore, as Eaton et al. (1976)

stressed, "the prevention and treatment of mental disorders in
childhood is particularly important, not only because of the im
portance of childhood experiences in the etiology of adult dis
orders" -<p. 286).

King and Pittman (.1970) similarly argued that

"even though affective symptoms can be expected to remit, their
presence in adolescence, when self-image and life goals are matur
ing, can create problems that remain after remission of symptoms"
(p. 235).

Earlier, Masterson (1968) emphasized that "the tendency

to attribute symptomatology among adolescents to temporary, develop
mental ’turmoil’ rather than to psychiatric illness may dangerously
delay the therapeutic intervention required to prevent the develop
ment of greater psychopathology" (p. 1549).
Toolan (1962) suggested that "although overt manifestations of
depression are rare in children and adolescents, depressive feelings
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and 'depressive equivalents' are commonly encountered" (p. 404).
In fact, some studies (Lesse, 1974; Phillips, Hindsman, & Jennings,
1960; Weiner & Elkind, 1972) indicated that 10% or more of emotion
ally disturbed youngsters are recognized as suffering from "masked
depression."

Glaser (1981) suggested that "the term 'masked de

pression' . . . does not indicate a separate category or type of
depression but rather a recognition of depression in the presence
of behavior patterns not usually associated with depression in
adults" (p. 369).

According to Lesse (1981), "the masking veneer

or facade may vary depending upon a number of factors, namely:
(1) the culture, (2) age of the patient, (3) socioeconomic and
sociophilosophic background, (4) hereditary and congenital proces
ses, and (5) ontogenic development" (p. 356).
Schuyler (1976), reporting figures from the Biometry Branch,
National Institute of Mental Health, reflected the magnitude of the
problem when he noted that in 1971, "depressive disorders accounted
for 275,555 hospital admissions for psychiatric care in the United
States (22% of the total, second only to Schizophrenia, 27%)" (p.
359).

He further indicated that in 1972 suicide rate for persons

of all ages was the 11th leading cause of death in this country
claiming 24,280 recorded deaths.

These figures were viewed with

caution because of unstandardized judgments and unpredictable re
cording practices.

Schuyler felt a more accurate estimate would

be 50,000 suicidal deaths per year most of which "occur among the
most potentially productive members of society (ages 25-44)" (p.
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359).

Arieti and Bemporad (1978) stated that between 15 and 19

years of age, suicide is a leading cause of death and that 12% of
all suicide attempts are made by teenagers.

Citing from Vital

Statistics of the United States, 1968-1977, Glaser (1981) reported
that "suicide . . . has increased at an alarming rate . . . for 15to 19-year old males" noting "the death rate per 100,000 total pop
ulation in the United States has increased from 7.8 in 1968 to 14.2
in 1977" (p. 368).

The numbers of suicides and suicide attempts in

children under the age of 13 years remain elusive and such episodes
are considered rare (French, Steward, & Morrison, 1979).
In view of the suspected numbers of suicidal ge’stures and suc
cesses in adolescents, one cannot help but wonder if many depressed
teenagers go undiagnosed.

Or, because of varying symptom patterns,

the diagnosis is misdirected.

These very possibilities were raised

by Christ, Adler, Isacoff, and Gershansky (1981) who "hypothesized
that the presenting problems of depression and ’masked’ depression
will be found more frequently in youngsters with a discharge diag
nosis of depression than in youngsters with any other discharge
diagnosis" (p. 401).

The overt symptoms, in such cases, then, may

well be "covering" an underlying depression and lead to an inappro
priate diagnosis.

The Need for the Study

The foregoing overview underscores the potential deficiencies
in the diagnosis of psychiatric syndromes simply on the basis of
the overt symptom picture.

The lack of an effective system of diag
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nosis and classification precludes therapeutic intervention that
will result in amelioration of the symptomatology and the working
through of the underlying dynamics.
The diagnostic schema becomes even more complicated in child
hood and adolescent psychopathology thus increasing the danger of
misdiagnosis and misdirected treatment.

Indeed, a review of child

hood depression from several perspectives led Kashani et al. (1981)
to conclude that "there are many etiological factors, (and) it will
be important to study the disorder from various conceptual frame
works, including biochemical, genetic, learned helplessness, life
stresses, cognitive distortion, behavioral reinforcement, and so
ciological models" (p. 143).
Confusion regarding clinical diagnosis with this age group
also appears related to the conviction that adolescents "normally"
go through turmoil (Weiner, 1975) and to variations in symptom
atology at different developmental stages (Lesse, 1981; Toolan,
1981).

Furthermore, according to Weiner (1975), "clinically, it is

stressed that children and adolescents rarely display the dysphoric
affect, psychomotor retardation, feelings of hopelessness and help
lessness, and constellation of guilt and self-depreciation that
constitute the traditional identifying features of depressive dis
order" (p. 103).

Lesse (1968) also noted that "the usual patterns

frequently associated with so-called neurotic depressions are rela
tively rare among adolescents" (p. 37).

He suggested that many

adolescents who are in fact depressed successfully "mask" their
symptom picture but that the prognosis for such individuals is
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highly dependent on the duration of the illness and "if the correct
diagnosis is made early and appropriate treatment is instituted
promptly, very satisfactory therapeutic results may be obtained"
(p. 38).
The third edition of the American Psychiatric Association's
publication of the Diagnostic and Statistical Manual of Mental Dis
orders (DSM-III), 1980, does not offer much to clarify the diag
nostic problems with regard to adolescent depression although it
alludes to possible variations in the symptom picture with the
statement that "although the essential features of a major depres
sive episode are similar in infants, children, adolescents, and
adults, there are differences in the associated features" (p. 211).
The Manual, then, however, states that "because the essential fea
tures of Affective Disorders and Schizophrenia are the same in
children and adults, there are no special categories corresponding
to these disorders in this section of the classification" (p. 35).
There are strong similarities among the Manual definitions of the
age related overt behavioral manifestations to be expected in ado
lescents diagnosed Major Depressive Episode (pp. 211-212), Conduct
Disorder (p. 45), Oppositional Disorder (p. 63), and Dysthymic Dis
order (p. 221).
There is a clear need to establish a criterion for diagnostically differentiating the behavioral patterns and symptom pictures
associated with various psychiatric classifications.

A first step

might well be to determine whether or not underlying dynamics or
pre-existing personality characteristics are consistently associ-
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ated with the subsequent emergence of the depressive illness.
Stone (1981) described the dilemma and alluded to such a step by
stating:
Vulnerability to unipolar depression seldom manifests it
self in adolescence as typical clinical depression, that
could satisfy RDC criteria (viz. sadness, dysphoria, tear
fulness, hopelessness, suicidal preoccupations, vegetative
signs). Hence the frequent paradoxical situation where
the clinician refers to "depression" in certain adolescent
patients— because he intuits an underlying depressive
tendency or discovers that the psychodynamics, even in
cases where dysphoria is absent, are similar to those
found in clear-cut depressive disorders. These "depressives" (here understood as a trait) who somehow lack
"depression" (the dysphoric state) have been appropriately
labeled as suffering from "masked depression." (p. 392)

Research Purpose

The purpose of this investigation includes the following goals,
research questions, assumptions, and rationale:

Goals

(1) To ascertain whether or not adolescents admitted to the
Pine Rest Christian Hospital, Grand Rapids, Michigan, Adolescent
Short-term Crisis Unit who are suffering from a moderate to severe
depression as defined by a score of 16 or above on the Beck Depres
sion Inventory (Beck, 1967) show similarities in self-concept as
measured by the Tennessee Self Concept Scale (Fitts, 1964) and
amount of readjustment required by early life events as measured in
Life Change Unit scores (Holmes & Rahe, 1967; Heisel, Ream, Raitz,
Rappaport, & Coddington, 1973).

(2) To determine if there is a sig
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nificant difference in the self-concept and Life Change Unit scores
of an in-patient adolescent depressed population as compared to an
in-patient adolescent psychiatric population determined to be lack
ing in, or exhibiting a low level of, depression as defined by a
Beck Depression Inventory score of 15 or below.

(3) To establish

a viable method for the diagnosis of depression in adolescents re
gardless of overt symptomatology.

Research Questions

(1)

Is there a relationship between depth of depression as

measured by scores on the Beck Depression Inventory and self-con
cept as measured by the Tennessee Self Concept Scale?

(2) Is

there a relationship between depth of depression as measured by
scores on the Beck Depression Inventory and the amount of readjust
ment required by life events as identified on the Life Event scale
and measured in Life Change Unit scores?

(3) Is there a relation

ship between Beck Depression Inventory scores and scores on the
Minnesota Multiphasic Personality Inventory, Depression Scale?

(4)

Are there significant differences in self-concept scores and Life
Change Unit scores between groups of inpatient adolescents defined
as mildly depressed and moderately to severely depressed as mea
sured by the Beck Depression Inventory?

(5) Can the depth of de

pression as defined by the Beck Depression Inventory be predicted
on the basis of Tennessee Self Concept Scale scores and Life Change
Unit scores taken together?

R eproduced with permission of the copyright owner. Further reproduction prohibited without permission.
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Assumptions

(1)

While some adolescents suffering from a depressive illness

exhibit an overt symptom pattern similar to that observed in adult
depressives (Poznanski, 1982), others may manifest behaviors prompt
ing the diagnosis of some other psychiatric syndrome (Christ et al.,
1981).

(2) Feelings of inadequacy, loss of self-esteem, and/or a

generally lowered self-concept are consistently related to the de
velopment of a depressive illness (Miller, Chiles, & Barnes, 1982;
Miller, Klee, & Norman, 1982; Poznanski, 1982; Schwartz, Friedman,
Lindsay, & Narrol, 1982).

(3) The magnitude of life events experi

enced by adolescents and the degree to which life change or read
justment was required increases the likelihood of developing a de
pressive illness (Cline & Chosy, 1982; Glaser, 1981; Monroe, 1982;
Kashani et al., 1981; Slater & Depue, 1981).

(4) A generally low

ered self-concept combined with an increased demand for readjust
ment to life events heightens the potential for developing a depres
sive illness.

Rationale

The above assumptions and the purpose of the present investi
gation rest on the psychological and relevant psychiatric, litera
ture regarding predisposing factors in the development of depression
and this investigator's 20 years of clinical experience with ado
lescents.

The literature suggested that individuals who have a low

self-concept or negative self-image (Beck, 1967; Easson & Sask,
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1961; Hauser & Shapiro, 1973; Offer & Howard, 1972; Schechtman &
Gilpin, 1980; Schonfeld, 1966), experience a loss of, or lowered
self-esteem (Amdur & Harrow, 1972; Becker, 1977; Bibring, 1953;
Brown & Harris, 1978; Freud, 1946; Grinker, 1963); and who have
been confronted with early life events which required significant
readjustment (Billings, Cronkite, & Moos, 1983; Bowlby, 1973; Cadoret, Winokur, Dorzab, & Baker, 1972; Hudgens, Morrison, & Barchha, 1967; Paykel, 1974; Rahe & Gunderson, 1974; Sethi, 1964; Watt
& Nicholi, 1979) are most prone to the development of depression.

Research Problem

This investigation was designed to determine the degree of
association between the severity of adolescent depression, self
perceptions, and significant life events.

If, in fact, it is

shown that a relationship exists between depth of depression, selfconcept, and life events, then the question may be raised as to
whether variations in self-concept and the magnitude of life events
have predictive power with regard to the later development of de
pression.
It was necessary to (1) quantify the depth of depression;
(2) assign individual adolescents to two groups defined by depth of
depression; (3) quantify the level of self-concept; (4) quantify
the amount of readjustment required by specific life events; and
(5) determine the appropriate statistical method to assess any sig
nificant differences between the two groups.
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Hypotheses

The following hypotheses were tested in this investigation:
(1) Adolescents with a moderate to severe depth of depression
as determined by a Beck Depression Inventory score of 16 or above
will reveal a significantly lower self-concept as measured by the
Tennessee Self Concept Scale than will adolescents with a mild
depth of depression as determined by a score of 15 or below on the
Beck Depression Inventory.
(2) Adolescents with a moderate to severe depth of depression
as determined by a Beck Depression Inventory score of 16 or above
will achieve a significantly higher Life Change Unit score than
will adolescents with a mild depth of depression as determined by
a Beck Depression Inventory score of 15 or below.
(3)

Adolescents with a moderate to severe depth of depression

as determined by a Beck Depression Inventory score of 16 or above
will score significantly higher on the Minnesota Multiphasic Per
sonality Inventory, Depression Scale than will adolescents with a
mild depth of depression as determined by a score of 15 or below on
the Beck Depression Inventory.
(4)

Scores on the Tennessee Self Concept Scale will show an

inverse and significant correlation to scores on the Beck Depres
sion Inventory.
(5) Life Change Unit scores will show a positive and signifi
cant correlation to scores on the Beck Depression Inventory.
(6) Scores on the Minnesota Multiphasic Personality Inventory,
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Depression Scale, will show a positive and significant correlation
to scores on the Beck Depression Inventory.
(7)

Tennessee Self Concept Scale scores and Life Change Unit

scores taken together will show greater predictive power of Beck
Depression Inventory scores than will either variable independent
lyDefinition of Terms

Depression

Depression is primarily defined by overt symptoms (Arieti,
1959; Ferster, 1973).
see Appendix A.

For a comparison of the types of depression

It is considered a reaction or response rather

than a syndrome (Salzman, 1975); a symptom rather than a disease
(West, 1975).

In order to be diagnosed depression, therefore,

one must consciously experience and express feelings and thoughts,
and exhibit overt behaviors consistent with depression.
DSM-III defines a Major Depressive Episode as a:
. . . disturbance (which) is prominent, relatively persis
tent, and associated with other symptoms of the depressive
syndrome. These symptoms include appetite disturbance,
change in weight, sleep disturbance, psychomotor agitation
or retardation, decreased energy, feelings of worthlessness
or guilt, difficulty concentrating or thinking, and-thoughts
of death or suicide or suicidal attempts, (p. 210)
In contrast, a Dysthymic Disorder or Depressive Neurosis is dif
ferentiated from the above in DSM-III wherein:
The essential feature is a chronic disturbance of mood
involving either depressed mood or loss of interest or
pleasure in all, or almost all, usual activities and
pastimes, and associated symptoms, but not of sufficient
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severity and duration to meet the criteria for a major
depressive episode (full affective syndrome), (pp. 220221)
More specifically:
The depressed mood may be characterized by the individual
as feeling sad, blue, down in the dumps, or low. The de
pressed mood or loss of interest or pleasure may be either
relatively persistent or intermittent and separated by
periods of normal moods, interest, and pleasure, These
normal periods may last a few days to a few weeks. The
diagnosis should not be made if an apparently chronic
course has been interrupted by a period of normal mood
lasting more than a few months, (p. 221)
In regard to children and adolescents, "predisposing factors Cinelude) the presence of Attention Deficit Disorder, Conduct Dis
order, Mental Retardation, a severe Specific Developmental Disor
der or an inadequate, disorganized, rejecting and chaotic environ
ment" (p. 222).
Conduct disorder

According to DSM-III, "the essential feature (of the Conduct
Disorder) is a repetitive and persistent pattern of conduct in
which either the basic rights of others or major age-appropriate
societal norms or rules are violated" (p. 45).

Four basic sub-

types are defined along with associated features encompassing all
four subtypes.

Oppositional disorder

"The essential feature is a pattern of disobedient, negativistic, and provocative opposition to authority figures" (DSM-III,
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p. 63).

It is distinguished from the Conduct Disorder in that

the basic rights of others and major age-appropriate societal norms
or rules are not violated.

By definition, the Oppositional Dis

ordered individual expresses an "oppositional attitude. . . toward
family members, particularly the parents, and toward teachers . . .
(and features a) persistence of the oppositional attitude even when
it is destructive to the interests and well-being of the child or
adolescent" (DSM-III, p. 63).

Body-image

According to English and English (1958), body-image is "the
picture or mental representation one has of his(her) own body at
rest or in motion at any moment . . . derived from internal sensa
tions, postural changes, contact with outside objects and people,
emotional experiences, and fantasies" (p. 70).

It has been de

scribed by Schonfeld (1966) as "a composite picture, conscious as
well as unconscious, and also has a sociological meaning— the way
the adolescent sees him(her)self in relation to his(her) family
and society" (p. 16).

Self-image

English and English (1958) defined this concept as "the self
one thinks oneself to be . . . (which) may differ greatly from ob
jective fact" (p. 487).

Wolman (1973) referred to Karen Horney's

perception of the concept as "the perfect and ideal self which the
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individual imagines him (her)self to be after identification with an
idealized conception of what he(she) should be" (p. 342).

Self-concept

"The individual's appraisal or evaluation of him (her)self"
(Wolman, 1973, p. 342).

More specifically, English and English

(1958) described self-concept as "a person's view of him(her)self;
the fullest description of him(her)self of which a person is capa
ble at any given time" (p. 486).

This view or description may be

poorly formed or may be either positive or harshly negative.

Self-esteem

According to Grinker (1963), "self-esteem refers to a fluc
tuating and variable set of attitudes about oneself, one's values
and value systems, and the state of one's ego at any given moment"
(p. 414).

Again, these attitudes may be positive, negative, or ill-

defined.

Life events

There is theoretical support in the literature linking stress
events and mental disorder (Caplan, 1964; Lindemann, 1944).

Holmes

and Rahe (1967) developed the Social Readjustment Rating Scale in
an attempt to quantitatively measure life stress which has had suc
cess in providing evidence of a relationship between life events
and a wide range of physical illnesses (Holmes & Masuda, 1970) .
More recently, Coddington (1972b) modified a scale to quantify life
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events and provide weighted scores in Life Change Units for chil
dren and adolescents.
These life events need not be negative or socially undesirable
and, in fact, can be quite positive.

The common factor, however,

appears to be that events were associated with the need for adap
tive or coping behavior by the individual experiencing them.

The

social readjustment, therefore, was identified with the intensity
and length of time necessary to accommodate to a life event, re
gardless of its desirability (Holmes & Rahe, 1967).

Any cluster

ing of life events totalling 150 or more Life Change Unit scores
was defined as a life crisis if they occurred within a period of
12 months (Rahe & Holmes, 1970).
For the purpose of the present investigation, Life Events
were considered to be those experiences identified by Heisel et al.
(1973) necessitating significant readjustment, as measured in Life
Change Unit (LCU) scores, on the part of the adolescent at any time
during his/her life prior to the current hospitalization which may
have had a cumulative and negative effect on his/her adaptive
skills.

A score on the Beck Depression Inventory of 16 or above

provided an operational definition of depression in the current
study.

Scope and Delimitations of the Study

Participants in this study were consecutive admissions to the
Pine Rest Christian Hospital Adolescent Short-term Crisis Unit.

R eproduced with permission of the copyright owner. Further reproduction prohibited without permission.

No

17

adolescents referred for out-patient services or admitted to the
long-term Adolescent Units were included.
Since the present study was not concerned with whether, or
how, intelligence related to the development of depression, no in
dividual intelligence testing was conducted.

Adolescents admitted

to the short-term crisis unit were determined to be of at least
average intelligence by the admitting psychiatrist.
Although the Tennessee Self Concept Scale identified several
constructs of self-concept, only the total self-concept score was
used.

So, too, the Minnesota Multiphasic Personality Inventory

contains'several scales but, for the purpose of this project, only
scale 2, the Depression Scale, was of interest.
Consecutive admissions were to have been included in this
study but, as expected, some were excluded because they did not
meet the criteria for inclusion (See Subjects in the Methods Sec
tion) or because the parent, or guardian, or the adolescent him/
herself preferred not to participate.

Data collection continued

for a sufficient length of time to realize a minimum of 35 subjects
per group or a total N of 70.
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CHAPTER II

LITERATURE REVIEW

Traditionally, depression has been viewed as related to low
ered self-esteem or a negative self-concept (Bibring, 1953; Brown &
Harris, 1978; Offer & Howard, 1972).

The syndrome has also been

associated with feelings of hopelessness and helplessness (Arieti,
1959; Beck, 1971; Lazarus & Wilson, 1976; Seligman & Maier, 1967).
Cognitive ruminations are believed to comprise the core of the de
pressive illness (Beck, 1964, 1971; Gardner & Oei, 1981; Hammen &
Cochran, 1981; Harvey, 1981; Schwartz et al., 1982; Silber, Rey,
Savard, & Post, 1980).

Life events requiring significant readjust

ments on the part of the individual are also considered to poten
tially lead to later depression (Beck, Sethi, & Tuthill, 1963; Coddington, 1972a, 1972b; Coyne & Aldwin, 1981; Glaser, 1981; Hammen &
Mayol, 1982; Holmes & Masuda, 1970; Paykel, 1974; Paykel, Prusoff,
& Myers, 1975; Prusoff, Klerman & Paykel, 1972; Rahe & Gunderson,
1974; Slater & Depue, 1981) especially if such events are perceived
as negative (Monroe, 1980; Mueller, Edwards, & Jarvis, 1977; Sarason, Johnson, & Seigel, 1978) and are recent rather than remote
(Levi, Fales, Stein, & Sharp, 1966) . Although a vast majority of
studies appear to link life events to depression (Lloyd, 1980),
other investigators have questioned such a relationship (Chiles,
Miller, & Cox, 1980; Gregory, 1966b).
18
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There is increasing recognition that some of the classical in
dices on which the existence of depressive illness is based may not
be easily apparent (Blumenthal, 1971; Lesse, 1967, 1968, 1974, 1981;
Sperling, 1959) and that, as a result, the syndrome may, in some in
stances, be misdiagnosed (Lesse, 1974; Ward, Beck, Mendelson, Mock,
& Erbaugh, 1962; Zung, 1980) . Indeed, the existence of depression
may not only be unapparent to the clinician but may be beyond the
conscious awareness of the individual suffering from its effects
(Endicott & Jortner, 1966; Mendels, 1970).
This section will establish that disruption of the "normal"
developmental stages and/or failure of the individual to learn suc
cessfully to cope effectively with his or her environment sets the
stage for a subsequent maladaptive adjustment in general and, de
pending on the nature of those experiences, for the emergence of
depression in particular.

Moreover, it will be established that

the overt and/or covert cognitive, affective, and behavioral symp
toms of depression are not necessarily constant nor consistent ei
ther within a given individual or among individuals suffering from
depression (Blumenthal, 1971) and that this is especially true for
the depressed adolescent (Malmquist, 1971; Weiner, 1975).

It will

also be suggested that diagnosing depression in adolescents on the
basis of widely accepted adult symptom clusters may often result
in misdiagnosis and inappropriate therapeutic intervention (Lesse,
1974; Ward et al., 1962; Zung, 1980) because the individual has
successfully denied the painful affect (Arieti & Bemporad, 1978;
Weiner, 1975).
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Developmental Experiences and Life Events

The human infant, by virtue of its genetic, physical, and psy
chosocial nature, faces the most protracted dependency period of
any species on earth.

It must progress through a number of devel

opmental stages as it grows toward adolescence at which time it is
faced with even further developmental tasks ultimately leading to
ward a state of independence and autonomy (Bios, 1962, 1975; Erick
son, 1959; Offer & Offer, 1975; Piaget, 1969; Schonfeld, 1966).
Experience during the periods of childhood and adolescence, and the
success with which the individual works through these tasks, have a
major impact on his/her ability to continue to deal effectively with
the subsequent demands of life (Toolan, 1981) .
Bios (1975) asserted that adolescence is based on a foundation
of childhood experience.

It would appear that the nature of these

earlier experiences can well determine how well the developmental
tasks of the adolescent period are managed.

As Schonfeld (1966)

noted, although adolescents are insecure in their identity struggle,
those who had been secure in their body-image during childhood and
early puberty were more accepting of themselves during adolescence.
Toolan (1981) suggested that a loss of well-being previously experi
enced by a child can cause him/her to react with depression.

In

this respect, Toolan takes into account not only the loss, but the
age and degree of ego integration of the individual stating that
"(the) unique, idiosyncratic reactions in children, however,
(to object losses) are further influenced by the developmental
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level which they have attained at the time they experience a loss"
(p. 316).

Hyson (1981) also concluded that the subjective inter

pretation of such experiences varies with age.
The adolescent period itself, moreover, can be highly stress
ful because of significant developmental changes.

Jacobson (1961),

for example, expressed the belief that the emotional lability of
adolescence is a manifestation of a remodeling of the individual's
psychic structure secondary to massive biological, social, and psy
chological changes.

Josselyn (1952, 1973) hypothesized that a fail

ure of the ego characterizes adolescence because of the demand that
he/she reconcile impulses with the requirements of conscience and
social reality and that the turmoil characteristic to this age per
iod reflects the failure of the ego to meet these demands.

This is

consistent with Anna Freud's (1936, 1958) observation that adole
scents are concerned with the struggle of the ego to master changes
in drives, resulting in tensions and pressures.

Another perspective

is offered by Lesse (1981) who suggested that:
the fact that the psychologic decompensation occurred
during an early developmental period when the demands
of life are less than they are during adulthood, has
one of several implications: (1) these adolescents
were genetically prone to depression; (2) they were
ontogenetically traumatized beginning at an early
phase of childhood; (3) they were subjected to in
tolerable stress during adolescence, (p. 366)
Other important psychological changes are occurring at this time as
well, such as the movement from the concrete to formal thought with
the development of abstract reasoning (Piaget, 1969).
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Does the emotional variability and turmoil characteristic of
adolescence preclude the development of significant psychiatric
illness during this developmental stage-or simply complicate diag
nosis?

Masterson (1967) reported a comprehensive clinical study

wherein 101 adolescent outpatients and 101 controls, age 16 to 21,
were followed over a five-year period.

He viewed adolescent tur

moil as a product of an interaction between the turmoil and the
personality structure of the adolescent and noted that those whose
personality was strong and flexible coped relatively well with the
stresses of the period while adolescents with rigidly organized,
inflexible personalities responded with psychoneurotic symptoms.
Although the symptoms waned as the patient got older, a residue of
pathologic character traits remained.
More recently Offer and Offer (1975) reported follow-up stud
ies of 61 typical middle class, midwestern adolescent males who had
originally been studied while in high school.

The authors identi

fied three developmental routes through adolescence.

The "contin

uous growth group", comprising 23% of the total group, were de
scribed as making a smooth transition through adolescence marked by
self-assurance and effective coping skills.

They were considered

to have excellent genetic and environmental backgrounds and mutual
trust and respect was present in the parent-adolescent relation
ships.

Interpersonal and heterosexual relationships were effective

and they appeared capable of developing intimacy.
The second group, called the "surgent group", including 35%
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of the total group, were considered to be functioning adaptively
but as exhibiting differences in ego structure and family environ
ment from those in the "continuous growth" group. This group ex
perienced more conflict and appeared to struggle more with develop
mental tasks.
Twenty-one percent of the total group comprised the "tumultu
ous group" who were considered very similar to adolescents described
in psychiatric, psychoanalytic, and social science literature.

In

dividuals in this group experienced many traumatic events in their
lives, their ego defenses were considered inadequate, and they
went "through adolescence with much internal turmoil that manifests
itself in overt behavioral problems in school and at home" (p.
45).

Christ et al. (1981) lend support to the above description

when they defined "masked" depressives as presenting problems as
serious aggression, uncontrollable behavior in the community, and
misbehavior in the home or school.

These'adolescents’ backgrounds

revealed "severe traumatic episodes, often with prolonged separa
tion from the home.,, shallow relationships with others, a propensity
for delinquent behavior of various types, disinterest in school or
other cognitive tasks, a need for excitement to combat the unaccept
able feelings of boredom, and above all, a fluidity of affective
reactions in which anger and depression seem to coincide are also
present" (p. 404).
The foregoing would appear to support a conclusion that signi
ficant psychiatric symptomatology can emerge during adolescence and
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such behavioral and affective manifestations may not simply be "nor
mal" to this developmental stage.

English and Pearson (1955) noted

that environmental conditions which might ordinarily be expected to
produce a temporary unhappiness in an individual tend to elicit
such feelings to a much greater degree for a longer period of time
in persons suffering from a depressive reaction.

Both anxiety and

depression, according to Freedman et al. (1972), "can become abnor
mal when they occur in inappropriate circumstances, when they per
sist for an undue length of time, or when the child is unable to
make a developmentally appropriate adaptation to them" (pp. 620621).
Early experiences, as has been seen, do have a profound im
pact on the later development of the individual.

The ability of

the child to cope with these events (Coyne & Aldwin, 1981), or
their failure to do so, combined with the amount of support and re
assurance in their environment (Miller, et al., 1982; Slater & Depue, 1981), sets the tone for how they may subsequently perceive
themselves in relationship with their environment.
When the adolescent perceives him/herself as unable to func
tion with assertive independence in the service of gaining satis
faction and/or need fulfillment from others, he/she experiences
what Schmale (1964) described as helplessness.

Helplessness "re

flects a loss of ego autonomy with a feeling of deprivation re
sulting from the loss of gratification which is desired from an
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other-than-self object" (p. 287).

The author differentiated hope

lessness as "a loss of autonomy with a feeling of despair coming
from the individual's awareness of his(her) own inability to pro
vide him(her)self with gratification" (pp. 287-288).

In this re

gard, Rotter (1966) developed the concept of locus of control of
reinforcement.

The author identified a distinction between an in

ternal and external locus of control of reinforcement.

Individuals

who are "external" tend to perceive reinforcement as the result of
luck or chance, as unpredictable, and under the control of others.
Those who perceive events as contingent upon their own behavior
were labeled "internals."

Although it would appear that a sense of

helplessness would develop in an individual who perceives reinforce
ment as under the control of others and therefore associated with
depression, Hammen and Mayol (1982) concluded that events that were
seen as uncontrollable and externally caused were the least associ
ated with depression.

Indeed, they suggested that greater psycho

logical distress is associated with undesirable events that are at
least partly within the control of the individual.

Perhaps inter

nals are more apt to feel helpless and thus develop negative cogni
tions about themselves because they believe they should be dealing
more effectively with situations.
Seligman and Maier (1967) addressed the issue of helplessness
and coined the term "learned helplessness" the essence of which
centered on the assumption that depressives have not developed adap
tive methods for coping with stressful situations but, rather,
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learned to be helpless.

More recent studies have attempted to

further define the way in which the individual perceives him/her
self in relationship to environmental experiences and depression
with emphasis on cognitive correlates or characteristics (Hammen &
Cochran, 1981; Hammen & Mayol, 1982), attributional style (Harvey,
1981), and conceptual tempo (Schwartz et al., 1982).

Each of these

authors emphasized that negative attitudes about one's ability to
adapt or cope with the consequences or outcomes of stressful events
contribute to the depressive state.
Environmental experiences or life events which are perceived
as beyond the control of the child or adolescent, and many such ex
periences are beyond the control of that age group, not only create
stress for the individual but also can influence that person's per
ception of him/herself.

Eaton et al. (1976) expressed the belief

that a mentally healthy individual is adjusted to his/her environ
ment and is competent in dealing with that environment.

They sug

gested that this competence included the ability of the person to
alter the environment rather than simply being affected by it.

The

authors offered that ego strength "may be closely related to a capa
city for either adjustment or competence (and) that the strong ego
has a high ability to tolerate . . . (and to) cope effectively with
a wide variety of environmental situations" (p. 68).

Indeed, En

glish and Pearson (1955) indicated that "the most predominant symp
tom of the depressive reaction is a chronic state of dejection or
despondency accompanied by a tendency toward self-depreciation"
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(p. 481).

Although feelings of guilt, either real or imagined,

have been associated with the depressive syndrome and concomitant
feelings of worthlessness, Burks and Harrison (1962) suggested
that such a feeling of "worthlessness seems to be based more on in
competence than on sinfulness" (p. 418).

It would appear, then, as

Beck (1967) has suggested, that a depressed individual has a nega
tive view of him/herself and rejects him/herself for his/her self
perceived feelings.

Self-concept— A Cognitive Phenomenon

The self-concept concerns how one judges, views, feels, and
thinks about him/herself in relation to his or her world.

The de

velopment of one’s self-image is complicated by the fact that the
maturational levels in childhood may preclude accurate interpre
tations of their world.

Arieti and Bemporad (1978) suggested that

"depression results from cognitive conclusions which may be erro
neous but are one step removed from the immediate environment" (p.
196).

Although Poznanski (1982) concluded that children develop

the abstract ideal of self-concept between six and nine years of
age, Arieti and Bemporad (1978) offered that "a stable self-repre
sentation is not expected to develop . . . until adolescence" (p.
185).

Lourie (1971), agreeing that the concept of self can be dis

torted and that perceptual-cognitive maldevelopment creates distor
tion, also suggested that the "development of a sense of reality
requires experience with and selective use of the environment" (p.
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1461).

If the experience is perceived as such, it would appear as

Lourie suggested, that it can lead to a depressed, self-defeating
school-age child and adolescent.

On the other hand, if one is se

cure in his/her body-image in childhood, one is apt to be more ac
cepting of him/herself as an adolescent (Schonfeld, 1966).

These

views, then, are consistent with Freedman et al. (1972) that "de
pression represents a reduction or breakdown

in self-esteem" (p.

358).
In contrast, Gardner and Oei (1981), investigating the use of
behavioral and cognitive approaches to the treatment of depressed
clients, concluded that one can be depressed without feelings of
low self-esteem or can feel low self-esteem without being depressed.
The aim of their study, in part, was to investigate the relation
ship between self-esteem and depression before and after interven
ing treatment.

Sixteen subjects ranging in age from 19 to 65 years

participated and wereassigned to one of three groups on the basis
of scores on the Beck

Depression Inventory.Self-esteem was mea

sured by administering the Tennessee Self Concept Scale during the
first week of baseline periods.

The subjects were again readminis

tered the measures five weeks after treatment.

They concluded that

although there appeared to be no relationship between depression
and self-concept prior to treatment, after treatment the two con
cepts became highly correlated which they indicated suggests an in
verse relationship between depression and self-esteem.

As Poznan-

ski (1982) noted, "children who are depressed often have a low
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opinion of themselves" (p. 309)•
Beck's (1964) cognitive-affective model of depression postu
lated that the characteristic thoughts and affects of depressives
are determined by persistent cognitive patterns which he designated
as "schemas."

He suggested that these "schema are attitudes, be

liefs, and assumptions which influence the way an individual orients
him (her)self to a situation, recognizes and labels the salient fea
tures, and conceptualizes the experience" (p. 570).

Beck further

asserted that, in depression, these "idiosyncratic schemas . . .
consist of negative conceptions of the individual's worth, personal
characteristics, performance or health, and nihilistic expectations"
(p. 571).
Arieti and Bemporad (1978), also emphasizing a cognitive model,
criticize classical theory because of "its almost total disregard
of cognitive factors in the affective development of the child" (p.
186).

This investigator questions Arieti and Bemporad's contention

of such disregard but, rather, would emphasize the possibility that
early cognitive and perceptual experiences are "imprinted" within
the context of the situations in which they occur and within the
parameters dictated by the developmental stage of the individual at
the time they occur.

It would seem possible that although adults

can reassess their own past experiences with a "current cognitive
logic," the original interpretation of a given experience remains
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as it was received at an unconscious level with the conviction that
it was accurate.

As Gold and Mann (1972) suggested, regardless of

what one attempts in order to defend against a derogated self-image,
anxiety remains unconscious and the self-image is still unconscious
ly derogated.

This possibility may account for the incongruence

between an individual's feelings about him/herself and the reality
he/she presents to others.

Viewed in this manner, the negative,

self-depreciating experiences of the depressive no longer sound ir
rational.
Is it appropriate, however, to rely on such cognitive rumina
tions to assess the existence of depression in childhood and ado
lescence?

If, in fact, the child or adolescent relies on denial to

defend against the awareness of depression, then their reporting
might well be devoid of such statements.

Even Poznanski (1982),

who believes that the clinical picture of depression in children
is similar to that of depression in adults, concedes that "the
ability of . . . children to perceive their own depression is vari
able; some label their depressed moods and others cannot" (p. 309).
It would seem, therefore, that the diagnosis of depression in chil
dren and adolescents becomes more difficult if one is to rely on
widely accepted adult indices.

Childhood/Adolescence— Is There Depression

The argument as to whether depression, as a clinical entity,
exists in childhood and adolescence is confounded by the persistent
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attempt to identify its existence on the basis of adult symptom
atology. According to Burks and Harrison (1962), one rarely sees
children with depressive syndromes resembling those in adult psy
chiatric practice.

Although Toolan (1962) admitted that the adult

clinical picture is rarely encountered in childhood and adolescence
before 16 or 17 years of age, and that these age groups may appear
depressed for short periods, even for just a matter of hours, a
chronic depressive reaction rarely occurs; he does believe that de
pression can be a most important problem for them.

Furthermore,

children evidence depression, schizophrenia, and other illnesses
with different symptomatology at different developmental levels
(Toolan, 1981).

Eaton et al. (1976) suggested that although depres

sive neurosis is infrequently observed in childhood they do exhibit
depressive equivalents with ambivalence, guilt, and poor self
esteem.

The authors noted, however, that "among adolescents, one

sees the adult type of depressive neurosis and also frequently en
counters depression as a response to a situational stress" (p. 294)
Hudgens (1974) presented data concerning the association be
tween catastrophe and depression in hospitalized adolescents in
order to study the issue of susceptibility.

He established special

criteria for the diagnosis of depression in adolescents:
(1) an onset, whether rapid or gradual, after which
there was a difference from the usual self, mani
fested predominantly by a dysphoric mood;
(2) the change included at least two of the following
symptoms: self-blaming or self-negating attitude,
diminished interest, excessive worrying, death
wishes;

R eproduced with permission of the copyright owner. Further reproduction prohibited without permission.

(3) the change included at least four of the fol
lowing symptoms: anorexia, insomnia, decreased
libido, tired, trouble thinking or concentrat
ing, diminished or impaired activity, not
keeping self well-groomed, crying, or other
agitated behavior;
(4) no disturbance of consciousness;
(5) no other diagnosis likely to explain the
symptoms, (p. 121)
Hudgens found that among 22 adolescent controls with affective dis
order, eight had definite depressive symptoms.

Seven of these

eight experienced objectively serious and meaningful stress prior
to onset.

None of the seven had exhibited depressive symptoms prior

to the stress and five cases dated symptom onset immediately follow
ing stress.

All but one of the 14 patients with probable depression

had objectively severe and personally upsetting stress immediately
preceding the depressive episode.
Paykel, Myers, Dienelt, Klerman, Lindenthal, and Pepper (1969)
compared the life events of depressed patients with a matched sam
ple of controls and found an excess of social and medical stress
factors during the three years prior to admission to an inpatient
psychiatric facility.

The differences between the groups were

significant, however, only for the social factors.

In a later

study, Paykel (1974) reported that retrospective studies suggested
that "life events tend to occur to an extent greater than chance
expectation before a variety of psychiatric disorders" (p. 147).
He concluded that "the most marked differences appear to be in the
amount of preceding stress, presumably reflecting . . . the degree
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to which life events are implicated in the onset of the disorder"
(p. 148).
The preceding studies tend to support Eaton et al. (1976) ob
servation of an apparent correlation between stress and adolescent
depression.

Still, there is considerable resistance to the psychi

atric "labeling" of children and adolescents.

It is recognized

that youngsters naturally exhibit precipitous mood variations and
that attempts to distinguish these characteristics from those which
might reflect psychopathology is difficult.

Gallemore and Wilson

(1972), for example, noted that:
adolescence is often regarded as a time of anticipated
emotional turmoil that may be expressed in a wide vari
ety of behavior. Consequently, when various types of
adolescent behavior are brought to the attention of
diagnosticians, there is frequently some uncertainty
about the presence of recognized medical and psychia
tric disorders, (p. 608)
Arieti and Bemporad (1978) further argued that "our own cul
ture places the adolescent under a great deal of stress in terms of
sexual inhibition, limitations of freedom, pressure for social and
academic success, and a lack of a definable cultural role, so that
disturbed behavior is not surprising" (p. 101).

They added that

childhood moods are reactive to the environment and a depressive
mood does not perpetuate in the absence of an external cause such
as "a chaotic family or a disapproving parent" (p. 193), and would
agree with Freedman et al. (1972) who stated that "mood swings are
common at all ages, but they appear to be particularly rapid and
inexplicable in adolescents . . . (and) affective changes are like
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ly to follow any disappointment" (p. 602).

Finally, Eaton et al.

(1976) pointed out that:
children are remarkedly plastic and adaptable, changing
their reactions in response to the circumstances in
which they find themselves. Therefore, clinical syn
dromes are often not as clearly definable in children
as in adults and may be more closely related to the
interaction which provokes the symptoms, (p. 291)
Cytryn and McKnew (1972) also expressed the belief that, although
sad affect in response to environmental trauma are common in chil
dren, it is of short duration and creates little interference with
the child's thinking, functioning, and physical health.
If the foregoing is accurate then how is it that psychiatric
clinics and hospitals continue to be deluged by children and ado
lescents with significant emotional disorders?

There is recogni

tion that children and adolescents are in fact vulnerable to psy
chiatric illnesses and of the seriousness of the maladaptive beha
vior.

In a recent review of the literature on childhood depression,

Kashani et al. (1981), noting the absence of reliable and valid
diagnostic criteria, suggested that a life stress model would be
appropriate to childhood depression with more emphasis on the ef
fects of marital discord and family psychopathology.

They conclud

ed that "the life stresses for children are probably different from
those for adults and center mainly around the behavior of signifi
cant adults" (p. 149).

The authors recommended that the disorder

be studied from various conceptual frameworks.

Gallemore and Wil

son (1972) also suggested that:
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in differentiating "normal" adolescent behavior from var
ious forms of age-related maladjustment, it is important
to consider the acuteness of onset of presenting symptom
atology, duration and intensity of symptoms, persistence
of symptoms in relation to relief of stress, past history
and family history of the individual, course of the ill
ness, and response to treatment, (p. 611)
Arieti and Bemporad (1978) admitted to the possibility of
childhood and adolescent psychopathology and to a behavior pattern
that may be defensive when they remarked that "it is only when the
behavior appears to be excessive in its denial of an ever-present
frustrating reality or the behavior is extremely maladaptive, that
one should suspect a pathologic defensive denial of unpleasant af
fects"' (p. 194).
Hauser and Shapiro (1973) specifically addressed the adoles
cent self-image and concluded that "patients and normals differ
markedly in terms of their idealized self-image" (p. 67).

They

suggested that the normal adolescent is more structurally integrat
ed whereas "in adolescent psychopathology . . . coordination and
integration of ego, ego-ideal, and superego is, for a variety of
reasons, impaired" (p. 68).

From their viewpoint, therefore, there

is a common element between adolescent and adult depression since
"in the presence of psychopathology there is a diminished integra
tion of ideal and current views of the self" (p. 68).
This is consistent with observations described by Poznanski
and Zrull (1970) of children appearing sad, unhappy, and depressed;
withdrawn, expressing feelings of being unloved and/or rejected;
experiencing insomnia; and indulging in autoerotic activities.
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They asserted that the negative self-image was seen consistently
and expressed by self references as mean, stupid, punk kid, fear
ing failure, anticipating unfair treatment, feeling inadequate,
experiencing deeply rooted feelings of badness, self-criticism,
and being self-demeaning" (p. 12).
A final complication with regard to the identification of de
pression in children and adolescents is confronted when attempts
are made to diagnose emotional and/or behavioral impairment through
the use of psychological tests.

As Toolan (1962) pointed out, psy

chological data is different in children and adolescents from that
in adults.

On the Wechsler Intelligence Scale for Children-Revised

for example, the Performance score is higher than the Verbal score
for depressed youngsters which is often the opposite expectation
for adult depressives.

The Rorschach Ink Blot Test is more apt to

reflect acting out in depressed children and adolescents.

This

pattern may be confounded by the mixing of angry and depressive
content along with a lack of color responses or the substitution of
black as color.

Finally, percepts of emptiness with aggressive,

sadistic images such as biting and tearing apart are not infrequent
Masterson (1968) summarized the problem of diagnosing psycho
pathology in adolescents by noting that:
the psychiatric effects of . . . (adolescent turmoil) are
believed to be as follows: psychiatric syndromes when pre
sent are ill-defined, difficult to diagnose, and unstable,
with patients shifting from one category of disorder to
another. In addition, syndromes are transient so that
often only follow-up of later developments in the patient's
life can determine whether a given symptom picture had rep-
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resented psychopathology or was merely an intensification
of the difficulties of adolescence . . . (moreover) this
state of turmoil is so ubiquitous that it causes psychia
tric symptoms to be common and transient in most adoles
cents. (p. 1549)
Such a follow-up approach was used by Poznanski, Krahenbuhl,
and Zrull (1976) and did underscore the potential usefulness of
such a procedure.

In their initial study of the children, there

were no signs of excessive overt dependency.

There was no cling

ing to parents, they separated easily, and their relationships to
interviewing psychiatrists were distant and marked by withdrawal.
In follow-up, however, those patients beyond adolescence were still
living at home and all but one lived in close proximity.

Further

more, aggressive characteristics which had been observed previously
had diminished.

The authors summarized that, at the time of follow-

up, none was free from pathology, 50% were clinically depressed, and,
as this group approached adulthood, they tended to resemble adult
depressives.
It appears now that the existence of depressive illness in
children and adolescents cannot be easily identified on the basis
of the symptomatology observed in adult depressives.

The litera

ture suggests that.depression can, in fact, exist in children and
adolescents but may often be manifested overtly by a symptom pat
tern inconsistent with that found in the adult population.

The

concept of "depressive equivalents" may well provide a vehicle for
understanding the unique nature of depression as it is experienced
and expressed during childhood and adolescence.
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Depressive Equivalents— Masked Depression

The term "depressive equivalents" was coined in 1946 by Kennedy
and Wiesel to refer to patients complaining of somatic symptoms who
exhibited no depressed affect.

Mendels (1970) also noted that "a

large number of patients for whom the primary problem is depression
first complain of symptoms that lead to a diagnosis of physical ill
ness" (p. 16).

Cytryn and McKnew (1972) identified masked depres

sion as manifested in behaviors including hyperactivity, aggressive
behavior, psychosomatic illnesses, hypochondriasis, and delinquency.
The children in their study were observed to show intense anger and
"fantasy material was replete with themes of violence, aggression,
explosions and death and their self-image, as expressed verbally
and as projected in figure drawings, was usually inadequate and dam
aged" (p. 153).

Other behavioral manifestations described by Too-

lan (1962) included boredom and restlessness, disinterest in any
thing one moment and then preoccupation with trivia the next, quick
to lose interest in even one's most prized activities, inability to
tolerate aloneness, and a constant seeking of stimulation.

Toolan

emphasized that as children grow and develop they are more apt to
exhibit behavior problems and, at later stages of development, such
behaviors as temper tantrums, disobedience, truancy, runaway reac
tions, accident proneness, and self-destructive patterns are more
likely.

Lee and Park (1978) noted that depressed youngsters tend

to aimlessly move into self-defeating situations.
fail, skip school, and fight.

Bright youngsters

They run away, alienate others, ap-

f
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pear apathetic and hostile, and successfully elicit rejection.
Poznanski (1982) also observed their tendency to set themselves up
for rejection by peers.
Sharp debate exists regarding the validity of the construct of
depressive equivalents.

Poznanski (1979), while acknowledging that

the concept may be valid, identified three difficulties with accept
ing the idea for viewing depression in childhood:
(1) it seems that depressive affect *is only rarely observ
able in children; (2) the behaviors cited as expressive
"equivalents" to depression are so diverse as to encompass
most of the nonpsychotic psychopathologies in children and
adolescents; and (3) the linkage of such conditions to de
pressive affect is frequently tenuous or nonexistent, (p. 47)
Beck (1967) also suggested that "the use of such a term as depres
sive equivalents raises many difficult conceptual, semantic, and
diagnostic problems" (p. 72).

For example:

(1) How can a syndrome substitute for a depressive reac
tion? (2) Since the usual indices of depression are lack
ing, how can the diagnosis of masked depression, etc.,
be made? (3) Since the concept of depressive equivalent
is so loose, it could be stretched to encompass any psy
chiatric or somatic syndrome, (p. 72)
Finally, Rie (1966) argued that there is no proof that any feeling
of depression exists for which the symptom is taken as an equiva
lent and that depression is inferred on the basis of theory only.
He believes that there is no logical connection between the equiva
lent symptoms and the alledged underlying depression.
In contrast, Lesse (1974) asserted that "masked depressions
and depressive equivalents rival in frequency overt depressive re
action" (p. 352).

He contended that "the term 'masked depression'
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or 'depressive equivalent' indicates that if one probes behind the
psychomatic disorders, hypochondriacal syndromes, or the various
behavioral patterns that may mask a depressive phenomenon, one will
find a core from which a depressive affect will eventually become
overt" (p. 352).
There is increasing consideration that depressive equivalents
may be far more prevalent in children and adolescents than previ
ously assumed (Carlson & Cantwell, 1980; Chwast, 1967; Glaser, 1981
Lesse, 1967, 1968, 1974, 1981; Masterson, 1968; Mendels, 1970;
Toolan, 1962; Weiner, 1975).
Mendels (1970) suggested that "this problem' of hidden depres
sion . . . is particularly common among patients in their teens and
early twenties and in the elderly" (pp. 16-17).

The author noted

that other terms sometimes used in reference to hidden depression
include depressive equivalent, masked depression, missed depression
and latent depression.

Weiner (1975) stated the problem succinctly

with the observation that "underlying depression contributes to a
large number of maladaptive behavior patterns in adolescents, in
cluding some that are not always recognized as relating to depres
sion" (p. 99).

Blumenthal (1971) reflected on the heterogeneity

of the etiology, symptom picture, and treatment response in depres
sive disorders concluding that, in regard to the symptomatology,
"depressions appear with an astounding array of manifestations.
Moreover, there are few symptoms common to all depression, and al
most no symptoms unique to the disease" (p. 526) . This observation
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is echoed by Stone (1981) in his investigation of depression in
borderline adolescents.

He concluded that from a diagnostic per

spective, any sample of clinically borderline adolescents will
contain a large proportion with significant depressions just as
a sample of severely depressed adolescents will contain many with
borderline function.
Freedman et al. (1972) described changes in the behavior of
children in their attempts to defend against the feelings of de
pression, isolation, loneliness, and emptiness.

They suggested

that:
instead of depression, a child may present depressive
equivalents, which can include eating and sleeping
disturbances, antisocial behavior, accident proneness,
running away from home, boredom and restlessness,
fatigue, difficulty in concentration, and sexual act
ing out. (p. 627)
These children tend to exhibit more of an unsocialized aggressive
reaction marked by assaultiveness, abusiveness, defiance of author
ity, destructiveness directed toward other children, animals, and
property.

Lesse (1981) also observed that "among older children

sociopathic manifestations and acting out in the form of disobedi
ence, temper tantrums or running away, are frequent depressive
masks" (p. 357).

So too, Rosenthal and Levine (1970) described a

wide variety of symptoms including refusal to attend school, aca
demic problems, night terrors, aggressive and acting out behaviors
hyperactivity, withdrawal, asocial behavior, enuresis, encopresis,
and tics.
Each of the above descriptions contain overlapping symptom
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patterns.

All, for example, make reference to asocial, antisocial,

and/or unsocialized aggressive behaviors.

The question looms as to

why these types of behaviors emerge rather than the "classic" de
pressive symptomatology.

Perhaps one reason is offered by Geist

(1979) who noted that "the heightening of aggressive feelings at
puberty is intrinsic to that developmental stage" (p. 11).

In

short, children and adolescents, when faced with events perceived
as stressful, may well draw upon a behavioral repertoire that is
easily available to them.

Such youngsters are notorious for their

use of rather primitive defense mechanisms particularly repression,
denial, and projection.

Moreover, this is a period of development

when acting out behavior is a primary method of coping with stress.
Toolan (1962) suggested that acting out and denial defenses are the
adolescent's chief way of handling problems.

This view is echoed

by Berlin (1979) who commented that "while much aggressive antiso
cial behavior is influenced by environmental factors, the need to
appear assertive, effective, and competent in youth that feel help
less and are developmentally stunted may be defended against by
violent behavior" (p. 97).

Jenkines (1971) described these young

sters as "typically Immature and timid, feel(ing) inadequate and
friendless, and (tending to) steal furtively" (p. 173).
In this regard, Miller et al. (1982) designed research to
"delineate characteristics of delinquent adolescents who attempt
suicide, to distinguish them from other troubled adolescents
who came from similar backgrounds and who exhibit similar behavior
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problems, and to articulate the nature of the home environment and
interpersonal conflicts that are said to predispose adolescents to
attempt suicide" (p. 492).

Their results suggested a significant

association between low self-esteem, increased acting out, and sub
stance abuse with an increase in suicide attempts.

The authors

raised the question as to whether replication of their study on a
normal population might also indicate the importance of the loss
of a parent during childhood, economic distress, and parental psy
chopathology in a syndrome of adolescent suicidal behavior.

Such

early life events, as noted previously, have been associated with
the development of depression.

It is possible, therefore, that

ultimately, the acting out or delinquent child or adolescent may
be running away from him/herself (Kaufman & Heins, 1958; Toolan,
1962).
Sexual acting out is seen in adolescents as well as adults in
the service of relieving depressive feelings (Toolan, 1962) . Arieti
and Bemporad (1978) also alluded to this behavioral response as
they emphasized age-specific defenses against depression such as
"restlessness, drug use, group affiliation, delinquency, or sexual
promiscuity" (p. 104).

Furthermore, sexual acting out represents

an attempt-to establish desperately sought human relationships.
Burks and Harrison (1962) emphasized this difficulty children have
with interpersonal relationships when they concluded that "all the
children (were) characterized by their difficulty in forming last
ing love-object relationships" (p. 418).

Inadequate peer relation
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ships appears to be a consistent pattern with such children (Poz
nanski et al., 1976).
The diagnostic complications inherent in depression are appar
ent and give rise to the potential for ineffective and/or inappro
priate therapeutic intervention.

Zung (1980) addressed this issue

when he contrasted "recognized depression" by which he meant "the
patient's physician diagnosed depression as either primary or sec
ondary illness, and treated the patient with a modality of treat
ment specifically to be antidepressant" (p. 186), with an "undiag
nosed depression" meaning "that the patient's chief complaints were
not those associated with depression, and the patient's doctor did
not diagnose his(her) present illness as a depressive disorder" (p.
186).

According to Zung, the results of his study indicated that

"patients who do not complain of feeling depressed as a major symp
tom, and who do not convey the 'classical' cluster of symptoms and
signs of a depressive disorder are 'missed' diagnostically, and
continue to have their depressive illness masked" (p. 189).

Summary

At the beginning of this investigation reference was made to
the lack of concensus with regard to the nature, etiology, classi
fication, or treatment of the depressive illness.

More specifi

cally, the debate as to whether or not depression, as a clinical
entity, exists in children and adolescents was described.

The fore

going discussion was meant to clarify the issues, sharpen the focus
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on the similarities and differences among the various points of
view reported in the literature, and reveal possible underlying dy
namics which might be useful in the diagnosis of depression in ado
lescents.
Although children and adolescents are at developmental stages
in which volatility and suddenness of mood variations are expected,
these youngsters are vulnerable to significant patterns of emotion
al disturbance and behavioral maladjustment which go beyond a sim
ple reaction to their momentary environment.

They can fall victim

to feelings of worthlessness, helplessness, and a negative or poor
ly developed sense of self.

They may, or may not, have the capacity

to cope with acute or prolonged stress.

Their potential for experi

encing feelings of ambivalence and guilt is great.
This investigator concurs with Arieti and Bemporad (1978) who
suggested that "the question is not whether depression exists in
childhood, but rather how the developmental process allows or lim
its the experience or expression of varying pathological moods and
affects" (p. 106).

It would appear that the classical depressive

symptoms may not always be exhibited in children or adolescents
but, rather, behaviors more consistent with their developmental
level and readily accessible to them are more frequently seen.

Of

ten however these behavior patterns lead them to be diagnosed delin
quent, sociopathic, antisocial, or hostile (Freedman et al., 1972;
Lesse, 1980; Phillips et al., 1960; Rosenthal & Levine, 1970; Wei
ner & Elkind, 1972).
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The present study is meant to investigate the relationship be
tween self-concept, life events, and depth of depression.

It may

also reveal whether or not one's level of self-concept and the
amount of social readjustment required to accommodate to life change
may be predictive of depth of depression.
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CHAPTER I I I

METHOD

The concern of this chapter is to define the design of the
present study and to identify the research procedures used to in
vestigate the hypotheses set forth in Chapter I.

Selection and

assignment of subjects is described; the measures used, and the
nature of their administration, are elaborated; and the procedures
for analysis of the data are presented.

Subjects

Selection of the subjects for this study was based on admis
sion to the short-term crisis unit at Pine Rest Christian Hospi
tal, a private, non-profit psychiatric facility located in Grand
Rapids, Michigan.

The average length of hospitalization on this

unit is 6 to 8 weeks.

Although it was initially anticipated that

subjects would also be drawn from admissions to the long-term adolescent units, this plan was abandoned because (1) the average
length of stay is 6 months thus reducing the numbers of subjects
available over time; (2) another treatment team would have neces
sarily been involved in data collection increasing the potential
for recording error; and (3) it presented the potential for reduced
homogeneity of the subject population.
The sample for this investigation, therefore, was derived from
47
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consecutive admissions to the short-term crisis unit between April
28, 1981, and March 13, 1983.

The criteria for participation re

quired that each subject (1) be no less than 13 nor more than 18
years of age; (2) have at least average intelligence as estimated
by the admitting psychiatrist; (3) present no overt evidence of a
psychotic process; and (4) be free from significant organic, neuro
logical, or physical disability.
A total of 74 subjects and their parents/guardians agreed to
participate in this project and signed the Research Release Form
(Appendix B). The total population was comprised of 50 females
and 24 males ranging in age from 13.3 to 17.9 years.

The mean age

for the total population is 15.7 years with a standard deviation of
1.1 years.
The subjects were assigned to one of two groups (See Materials
and Procedures Section): (1) mildly depressed or (2) moderately to
severely depressed.

The mildly depressed sample included 25 females

and 13 males ranging in age from 13.3 to 17.4 years with a mean age
of 15.6 years and standard deviation of 0.9 years.

Twenty-five

females and 11 males, ranging in age from 13.5 to 17.9 years with
a mean age of 15.8 years (S.D. - 1.3 years), comprised the moderate
ly to severely depressed group (Table 1).
The subjects ranged from 7th through 12th grade with the 10th
grade representing the highest percentage of the mildly depressed
group.

The greatest number of moderately to severely depressed sub

jects were 9th graders (Table 2).
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Other demographic data were generated including: (1) parent
composition; (2) number of younger and older siblings;. (3) parents'
education and occupation; (4) previous psychiatric contact by the
subject and nuclear family members; and (5) DSM-III admission diag
nosis.

Although no significant distinction between the groups was

revealed, these data are detailed in Appendix C.
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Table 1

Age Distribution of Mildly Depressed
and Moderately to Severely Depressed Samples

MILDLY DEPRESSED
Absolute
Frequency

Age

Percentage
of Total

13
14
15
16
17

n
n
n
n
n

= 2
= 7
= 13
= 14
= 2

5.3
18.4
34.2
36.8
5.3

totals

n = 38

100.0

Mean = 15.6

Std. Dev. = 0.9

MODERATELY TO
SEVERELY DEPRESSED

Age

•
Absolute
Frequency

Percentage
of Total

13
14
15
16
17

n
n
n
n
n

= 2
= 8
= 11
= 5
= 10

5.6
22.2
30.6
13.9
27.8

totals

n = 36

100.0

Mean = 15.8

Std. Dev. = 1.3

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

51
Table 2

Grade Placement Distribution of Mildly
Depressed and Moderately to Severely Depressed Samples

MILDLY DEPRESSED

Grade

Absolute
Frequency

Percentage
of Total

7
8
9
10
11
12

n
n
n
n
n
n

= 1
= 4
= 12
= 17
= 4
= 0

2.6
10.5
31.6
44.8
10.5
0.0

totals

n = 38

100.0

MODERATELY TO
SEVERELY DEPRESSED

Grade

Absolute
Frequency

Percentage
of Total

7
8
9
10
11
12

n
n
n
n
n
n

= 2
= 3
= 11
= 9
= 7
= 4

5.6
8.3
30.6
25.0
19.4
11.1

totals

n = 36

100.0
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Materials and Procedures

The instruments used in the present investigation were admin
istered by one of two psychology aides who regularly work on the
short-term unit.

Psychology aides are male members of the unit

nursing staff who are college graduates gaining experience in a
psychiatric setting while pursuing graduate training in a mental
health specialty.

They participate in milieu management and work

directly with patients in the development of relationships and more
appropriate coping skills.
All subjects were administered the 21-item Beck Depression In
ventory (Beck, 1967), hereafter referred to as BDI, within 48 hours
after admission.

The BDI is a multiple choice, self-report measure

of cognitive, affective behavior, and somatic aspects of depression.
The participants were then assigned to one of two groups:

mild

ly depressed (BDI score of 15 or below) with a mean score of 8.37
(Std. Dev. = 4.38) or moderately to severely depressed (BDI score
of 16 or above) with a mean score of 23.39 (Std. Dev. = 7.61).

The

BDI was designed to measure depth of depression and is not consid
ered an appropriate instrument to differentiate depressed patients
from nondepressed patients (Beck, 1967).
Each psychology aide administering the BDI gave standardized
instruction to the subjects (Appendix D). Scoring and subsequent
group assignment was completed by this investigator to insure that
no unit staff would establish expectations regarding any subject.
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Within one week of admission, each participant was individual
ly administered the 100-item Clinical-Research form of the Tennessee
Self Concept Scale (Fitts, 1964), hereafter called TSCS.

This scale

is a self-report instrument reflecting how individuals perceive
themselves in terms of "physical self," "moral-ethical self," "per
sonal self," "family self," "social self," and with regard to "selfcriticism."

A total Positive plus Negative score is also derived

and is the score identified for the current research purpose.

This

allowed for the use of a global self-concept score which has a re
liability of .92, mean 345.57, and standard deviation of 30.70
(Fitts, 1964).

Both psychology aides used the standardized instruc

tions in administering the TSCS (Appendix E). Only one of the two
aides scored all of the TSCS forms.

Of the 74 subjects, 71 (95.9%)

completed the TSCS.
The Minnesota Multiphasic Personality Inventory (Dahlstrom &
Welsh, 1962), MMPI, is a structured, self-report personality inven
tory-type test consisting of 550 true or false items.

The MMPI-

short form R, in which the subject responds only to the first 400
items, is an objective instrument for the assessment of personality,
and has been shown to demonstrate adequate reliability in its appli
cation to patient and non-patient adolescent populations (Hathaway
& Monachesi, 1953).

Moreover, it is frequently applied in clinical

practice (Dahlstrom, Welsh,

Sc

Dahlstrom, 1973).

It was administered

by the psychology aides using standardized instructions (Appendix
F) within the first week following admission.

Although the MMPI
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contains three validity scales and ten separate clinical scales,
only scale 2, the Depression Scale, was of interest in the present
study.

The scoring of the MMPI was accomplished by the team sec

retary following hospital procedure.

This investigator converted

all scores to appropriate adolescent norms.

A total of 65, or

87.8%, of the 74 subjects completed the MMPI.
The Social Readjustment Scale (Holmes & Rahe, 1967) as modi
fied for children and adolescents (Coddington, 1972a, 1972b; Heisel
et al., 1973), is a 42-item Life Event History Scale which yields
Life Change Unit (LCU) scores.

These scores vary according to the

age range in which a given event occurs and quantifies the amount
of adjustment required for each event.

The scores for given events

are weighted depending on whether the event occurs during one of
four age ranges:
high.

pre-school, elementary, junior high, or senior

The Life Event History Scale (Heisel et al., 1973) was given

to the parent/guardian of each subject by the psychologist or so
cial worker primarily responsible for the therapy of that family
during the subject’s hospitalization.

In order to avoid taking

time away from scheduled therapy, the parent/guardian was asked to
take the Life Event History Scale home, complete it to the best of
their ability, and return it during a subsequent contact or by mail.
The parents/guardians were instructed to simply answer the items,
applicable to their family by noting the month, year, and school
grade of the subject at the time each event occurred.
Assignment of appropriate weighted scores for each listed
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event was accomplished by this investigator as each subject’s form
was returned.

For the purpose of the present investigation, a

total Life Change Unit score was computed.

This score reflected

the weighted score total of the subject's life experiences neces
sitating readjustment on the part of the subject at any time prior
to hospitalization.
Although it had been originally anticipated that the Life
Event History Scale would be completed by the nursing staff at the
time they obtained the nursing history, it was determined that this
procedure would disrupt regular hospital routine.

Furthermore, it

was decided that the parent/guardian would be a more reliable and
objective informant.

Seventy-four questionnaires were distributed

and 49 (66.2%) were returned.
A folder was created for each subject in which the foregoing
data were filed.

A unique identifying number was devised and as

signed to each subject to insure anonymity yet prevent the filing
of data with the wrong participant.

For example, if the first

subject in the study from the short-term unit was John Doe, his
unique identifier was JD-1-M-ST.

If the tenth subject was Mary

Smith, she was identified as MS-10-F-ST.

This method allowed

identification of the subject's position in the sequence of the
study, his/her sex, and the unit.

Statistical analyses

To test the seven hypotheses, three statistical methods were
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employed.

As noted earlier, two groups of subjects were created

by dichotomizing scores on the BDI:

mildly depressed (a score of

15 or below) and moderately to severely depressed (a score of 16
or above).
A oneway Analysis of Variance (ANOVA) was applied to test the
first three hypotheses.

This allowed determination of the signi

ficance of the differences between mean scores on the TSCS, Life
Event Scale, MMPI-D scale, and depth of depression as measured by
the BDI.

In this process, these hypotheses were tested at the .05

alpha level.
The second three hypotheses required that the proportion of
variance on the BDI that is shared with the variance on the TSCS,
Life Event Scale, or the MMPI-D scale, be determined.

A Pearson

correlation coefficient'was computed for such determination.

In

this way, the strength of the linear relationship between the vari
ables could be assessed.
Finally, a multiple regression statistic was computed to test
the seventh hypothesis and analyze the relationship between (1)
BDI scores and (2) TSCS total score and Life Event Scale total
score.

That is, how well would scores on the dependent variable,

the BDI, be predicted by scores on the independent variables, the
TSCS and Life Event Scale?

Summary

The sample population was drawn from consecutive admissions to
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a private, non-profit, psychiatric hospital over a two-year period.
Two groups of subjects were then created by dichotomizing scores
on the Beck Depression Inventory.

The two groups were determined

to be homogeneous with regard to sample size, age, and ratio of
males to females.

The materials used and the procedures for the

administration of the instruments were described.

Finally, the

statistical methods for analysis of each of the seven hypotheses
were presented.
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CHAPTER I V

RESULTS

This chapter will be developed following a format that pre
sents the data in relation to the specific hypotheses stated in
Chapter I.

This will allow for a flow of the data in a reason

able fashion and aid in the integration of the findings leading to
the discussion.
First, a oneway Analysis of Variance was applied to each of
the first three hypotheses to determine the significance of differ
ences between the mean scores on the Tennessee Self Concept Scale,
Life Event Scale, Minnesota Multiphasic Personality Inventory, De
pression Scale, and on the depth of depression as measured by the
Beck' Depression Inventory.
Secondly, a Pearson Correlation Coefficient was computed for
hypotheses IV, V, and VT to determine whether the proportion of
variance on the BDI that is shared with the variance on the TSCS,
Life Event Scale, or the MMPI-D scale is significant.
A multiple regression statistic was computed to analyze the
relationship between (1) scores on the BDI and (2) scores on the
TSCS and Life Event Scale.

This will determine whether or not

these two independent variables together have greater predictive
power for BDI scores than do either independently.
An attempt was then made to determine if there were signifi-

58
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cant mean differences between the age ranges in which life events
occurred and depth of depression as measured by the BDI.

Finally,

a brief summary of the results will be presented.
Hypothesis I . Adolescents with a moderate to severe
depth of depression as determined by a BDI score of
16 or above will reveal a significantly lower selfconcept as measured by the TSCS than will those ado
lescents with a mild depth of depression as determined
by a score of 15 or below on the BDI.

The first research hypothesis stating that the moderately to
severely depressed group will have a significantly lower total
self-concept as measured by the TSCS was tested by a oneway ANOVA.
The difference between the mean values was determined no be signi
ficant (F = 14.215, £ <.001).

The mean self-concept score for the

moderately to severely depressed group was significantly lower than
that of the mildly depressed group (Tables 3 and 4).

Table 3

Mean Scores on the TSCS for Adolescent Psychiatric Inpatients
Dichotomized by Mildly and Moderately to Severely Depressed

Group

Number

TSCS Mean

Mildly Depressed

n = 36

313.53

Moderately to
Severely Depressed

n = 35

284.57

N = 71

299.23

Total
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Table 4

Analysis of Variance Table of TSCS Mean Scores for
Adolescent Psychiatric Inpatients by Depth of Depression

Source of
Variation

Sum of
Squares

Degrees of
Freedom

Main Effects
Depression

14937.047

1

14937.047

Residual

72503.094

69

1050.769

Total

87440.141

70

1249.145

Mean
Square

F
Value

14.215*

*F < .001
N = 71

Hypothesis II. Adolescents with a moderate to severe
depth of depression as determined by a BDI score of
16 or above will achieve a significantly higher Life
Change Unit score than will adolescents with a mild
depth of depression as determined by a BDI score of
15 or below.

This statement expressed the expectation that adolescents who
experience a greater number of life events, as measured in weighted
Life Change Unit scores, would be significantly more vulnerable to
depression.

A oneway ANOVA was applied to determine if this expec

tation would be upheld but the difference between the mean values
was not significant (F = 1.450, £ < 0.235).

Hypothesis II, there

fore, was not supported (Tables 5 and 6).
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Table 5

Life Event Total Mean Scores for Adolescent Psychiatric
Inpatients Dichotomized by Mildly and
Moderately to Severely Depressed

Group

Number

Mildly Depressed

n = 26

1058.88

Moderately to
Severely Depressed

n = 23

1196.26

N = 49

1123.37

Total

Life Event Mean

Table 6

Analysis of Variance Table of Life Event Mean Scores
for Adolescent Psychiatric Inpatients by Depth of Depression

Source of
Variation

Sum of
Squares

Main Effects
Depression

Degrees of
Freedom

Mean
Square

F_
Value

230318.313

1

230318.313

1.450

Residual

7467664.000

47

158886.438

Total

7697983.000

48

160374.625

F < .235
N = 49
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Hypothesis III. Adolescents with a moderate to severe
depth of depression as determined by a BDI score of 16
or above will score significantly higher on the MMPI-D
scale than will adolescents with a mild depth of depres
sion as determined by a score of 15 or below on the BDI.

A oneway ANOVA was applied to determine if the differences be
tween the mean values was significant.

Such difference was revealed

indicating that individual adolescents scoring 16 or above on the
BDI score significantly higher on the MMPI-D scale than did adoles
cents scoring 15 or below on the BDI (F = 8.650, jg. < .005) (Tables
7 and 8).

Table 7

Mean Scores on the MMPI-D Scale for Adolescent
Psychiatric Inpatients Dichotomized by Mildly
and Moderately to Severely Depressed

Group

Number

MMPI-D Mean

Mildly Depressed

n = 34

56.53

Moderately to
Severely Depressed

n = 31

66.42

N = 65

61.25

Total
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Table 8

Analysis of Variance Table of MMPI-D Mean Scores for
Adolescent Psychiatric Inpatients by Depth of Depression

Source of
Variation

Sum of
Squares

Main Effects
Depression

1586.043

Residual
Total

Mean
Square

F
Value

1

1586.043

8.650*

11551.980

63

183.365

13138.023

64

205.282

Degrees of
Freedom

*F < .005
N = 65

Hypothesis IV. Scores on the TSCS will show an inverse
and significant correlation to scores on the BDI.

A Pearson Correlation Coefficient was computed to measure the
strength of the relationship between scores on the TSCS and the
BDI.

For the TSCS total score, the Pearson _r yields a coefficient

of -0.4875, £ < .001, N = 71.

Although the relationship was signi

ficant and therefore did not derive from chance, this investigator's
interest was in the strength of the linear relationship.

When r_

was squared the result of .24 raised the question as to how to ex
plain 76% of the remaining variance.

Even so, the hypothesis was

supported.

Hypothesis V . Life Change Unit scores will show a positive

R eproduced with permission of the copyright owner. Further reproduction prohibited without permission.

64
and significant correlation to scores on the BDI.

A Pearson Correlation Coefficient was computed yielding a co
efficient of 0.1138, £ < 0.218, N = 49.

No significance was found

indicating that any variance in either variable could not be ex
plained by a variance in the other.

Any variation, therefore,

would be attributed to chance.

Hypothesis VI. Scores on the MMPI-D scale will show a
positive and significant correlation to scores on the BDI.

The relationship between scores on the MMPI-D scale and BDI
was measured by computing a Pearson Correlation Coefficient.
coefficient computed was 0.5187, £ < .001, N = 65.

The

As with the

second hypothesis, the relationship was significant, however, _r2
yields .27 and, therefore, cannot explain 73% of the remaining
variance.

Hypothesis VII. TSCS total scores and Life Change Unit
scores taken together will show greater predictive power
of BDI scores than will either variable independently.

In order to ascertain whether or not greater predictive power
of BDI scores could be derived by combining the total Life Event
score with the TSCS total score, a multiple regression statistic
was applied.

The summary of the multiple regression on Table 9 re

veals that there was little to be gained through such a combination.
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Table 9

Multiple Regression Summary Table of TSCS Total Score
and the Life Event Total as Predictors of BDI Scores

Variable

Multiple
Correlation

Correlation
Square

RSQ
Change

Simple
Correlation

TSCS Total Score

0.40939

0.16760

0.16760

-0.40939

Life Event
Total Score

0.41447

0.17178

0.00418

0.09305

The TSCS total score had already been shown to have a significant
relationship to BDI scores and the Pearson _r revealed a significant
inverse correlation between them.

The Life Change Unit total score

in of itself was shown to have no significant relationship to BDI
scores.

As would be expected on the basis of these facts, adding

the Life Change Unit total score to the TSCS score did not increase
the predictive power for scores generated on the BDI.
Although the total Life Event score was shown to have no sig
nificant relationship to depth of depression, it was of interest to
explore the possibility that the age range during which events oc
curred might have been significantly related to the emergence of
depression in adolescence.

A simple T-Test, therefore, was applied

for each of the four age ranges (Tables 10, 11, 12, and 13).
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Table 10

Pre School Life Events by Depth of Depression

Group

Number

Mean

Std. Dev.

Mildly Depressed

n = 26

177.5485

142.451

Moderately to
Severely Depressed

n = 23

165.000

118.746

t-value = 0.33, d.f • = 47, significance £ < 0. 74
Table 11

Elementary School Life Events by Depth of Depression

Number

Mean

Mildly Depressed

n = 26

334.5000

170.357

Moderately to
Severely Depressed

n = 23

392.6522

223.456

Group

Std. Dev.

t-value = -1.03, d.f. = 47, significance £ < 0.31
The t-test between events occurring during pre school years and
depth of depression suggested that adolescents who had experienced
such events at that time in their development were not significantly
more apt'to score higher on the BDI.
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Table 12

Junior High School Life Events by Depth of Depression

Number

Mean

Mildly Depressed

n = 26

275.1538

157.497

Moderately to
Severely Depressed

n = 23

350.7826

282.678

Group

Std. Dev.

t-value = -1.17, d .f. = 47, £ < 0.25

Table 13

Senior High School Life Events by Depth of Depression

Number

Mean

Mildly Depressed

n = 26

271.6923

199.657

Moderately to
Severely Depressed

n = 23

287.8261

265.431

Group

Std. Dev.

t-value = -0.24, d.f. = 47, £ < 0.81

The t-tests between events occurring during elementary school
and depth of depression; junior high school and depth of depres
sion; and senior high school and depth of depression were also lack
ing significance.
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Summary

Seven research hypotheses were investigated in this study.
Oneway Analyses of Variance and Pearson Correlation Coefficients
were computed for the TSCS by depression, Life Event total scores,
as measured in Life Change Units, by depression, and MMPI-D scores
by depression.

A multiple regression statistic was computed to

analyze the relationship between (1) scores on the BDI and (2) Ten
nessee Self Concept Scale and Life Event scale.

Finally, t-tests

%

between each of the four age ranges during which life events oc
curred and depth of depression were presented.
The results indicated a significant inverse relationship be
tween depth of depression and total self-concept scores and a sig
nificant positive relationship between depth of depression and
MMPI-D scale scores.

No significant relationship was found between

either total Life Change Unit scores or the age range during which
events occurred and depth of depression.

Furthermore, life events

and self-concept together did not appear to have a greater predic
tive power for depth of depression.
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CHAPTER V

DISCUSSION AND CONCLUSIONS

This chapter includes the conclusions, limitations, and impli
cations of the present study.

The Present Investigation

The impetus for the current study was prompted by concern over
contemporary diagnostic strategies as they pertain to emotionally
disturbed children and adolescents.

A review of the literature

confirmed (1) a lack of concensus with regard to the nature, eti
ology, classification, or treatment of depressive illness; (2) a
lack of concensus as to whether depression, as a clinical entity,
exists in children and adolescents; and (3) whether children and
adolescents exhibit symptomatic manifestations of depression con
sistent with adult diagnostic criteria.
Although research emphasis has consistently associated selfconcept and significant life stresses with depression in adults,
no studies were found which specifically attempted to associate
adolescent depression with self-concept and the cumulative effect
of life stressors.

The present investigation, therefore, was de

signed to determine whether self-concept and/or life events could
differentiate a group of moderately to severely depressed adoles
cents from a mildly depressed sample.

The expected differences

69 ‘
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between the groups were hypothesized on the basis of current
theoretical and clinical considerations emphasized in the litera
ture.

In the present study, two groups of subjects were created

by dichotomizing scores on the Beck Depression Inventory (BDI) into
mildly depressed and moderately to severely depressed groups.

Mean

self-concept scores on the Tennessee Self Concept Scale (TSCS) and
mean Life Change Unit (LCU) scores, derived from the Life Event
scale, between the two groups were then compared.

The two groups

were also compared relative to mean scores on the Minnesota Multiphasic Personality Inventory, Depression Scale (MMPI-D). Hypothe
ses about expected variations for the moderately to severely de
pressed sample as compared to the mildly depressed sample were then
tested.

Conclusions Regarding Stated Hypotheses

The hypotheses that adolescents with a moderate to severe depth
of depression as defined by scores on the BDI would reveal a signi
ficantly lower self-concept as determined by the TSCS than adoles
cents who are mildly depressed and that the relationship would show
an inverse and significant correlation were supported.

These re

sults are consistent with Poznanski (1982) who maintained that de
pressed children often have a low opinion of themselves.

Indeed,

a negative sense of self-worth (Beck, 1964), negative self-image
(Poznanski & Zrull, 1970), a tendency toward self-blame (Hudgens,
1974), and low self-esteem (Miller et al., 1982) have been consis-
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tently associated with depression in adolescents as well as with
adults.
In contrast, Gardner and Oei (1981) found no relationship be
tween self-concept and depression prior to treatment.

They sug

gested, however, that the two concepts were highly inversely corre
lated after treatment.

The design of the present investigation

required that the TSCS be administered within one week of the pa
tient’s admission precluding any significant treatment effect since
treatment was not initiated with the subjects until they had begun
adjusting to the milieu and orientation procedures had been com
pleted.

In the present study, 68.4% of the mildly depressed sub

jects and 63.9% of the moderately to severely depressed subjects
(Appendix C) had one or more outpatient interventions prior to the
current hospitalization.

The significant association between self-

concept and depression found in the current study, therefore, can
not be attributed to a known or identifiable intervening treatment
during or prior to the current hospitalization of the subject.
These results do not support those of Gardner and Oei (1981) .
The reasons for the above inconsistencies are unclear but a
few possibilities deserve consideration.

The results of the Gard

ner and Oei (1981) study must be viewed with caution because of
their very small sample.

Secondly, the population was derived from

volunteers responding to a newspaper advertisement rather than be
ing identified as a patient or client population.

Beck (1967) pre

viously reported a significant negative correlation between self-
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concept and scores on the BDI with adult subjects.

Schechtman and

Gilpin (1980), reported that poor self-esteem did successfully dis
tinguish between depressed and nondepressed children.
The hypotheses that adolescents with a moderate to severe
depth of depression would score a significantly higher total Life
Change Unit score than would the mildly depressed group and that a
positive and significant correlation would be demonstrated were
not supported.

There are a number of possible reasons for this

finding.
Although several authors have supported the association be
tween stressful life experiences and depression (Billings et al.,
1983; Hudgens, 1974; Kashani et al., 1981; Paykel, 1974), others
have raised questions regarding the nature of such an association
(Arieti & Bemporad, 1978; Chiles et al., 1980; Gregory, 1966b).
Gregory (1966b), for example, concluded that the loss of a parent
is not associated with depression or any other psychiatric disorder
in adult life.

Mixed results are reported by Chiles et al. (1980)

who noted that while family histories of divorce, parental death,
child abuse and incest did not identify their depressed sample, de
pression in younger adolescents was predicted by a depressed or al
coholic mother, father, or sibling.

Agreeing that contradictory

results exist, Lloyd (1980) concluded that "the majority of studies
demonstrate that depressed patients experience more stressful events
in the months that precede the onset of their disorder than do nor
mal controls or schizophrenics” (p. 541).
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A number of variables of particular significance may have af
fected the results in the present investigation.

It is possible

that the 42-item Life Event Scale (Heisel et al., 1973) used in the
current study is too all inclusive.

The measure for life events

utilized a weighted scoring system devised by Heisel and his asso
ciates (1973) so that a score for a given event could vary depend
ing on the age at which the event occurred.

A total Life Change

Unit (LCU) score was used in the present study which disregarded
the age at which events occurred and whether the events were posi
tive or negative.

The LCU score in this investigation, therefore,

reflected.a cumulative event total over the life of the subject.
The total score generated, therefore, comprised all events experi
enced by a subject thus obscuring those which might have been de
fined as positive or negative (Monroe, 1982; Mueller et al., 1977;
Sarason et al., 1978) and those which were recent rather than re
mote (Hudgens et al., 1967; Lloyd, 1980; Paykel, 1974).
The magnitude of readjustment required by given events rather
than the frequency of their occurrence has also been identified as
more related to psychiatric disorder (Cline & Chosy, 1972; Holmes
& Rahe, 1967) . Although the use of weighted LCU scoring in the
present study would appear to have measured such magnitude of read
justment, the failure to distinguish between relatively minor
events and those of major impact may account for the lack of signi
ficant differences between the two groups.
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The lack of significance for life events between the moderate
ly to severely depressed group and the mildly depressed sample in
the current study may have been related to a number of factors.
Although the emergence of depressive symptoms has been associated
with whether or not the individual perceives life experiences as
stressful (Coyne & Aldwin, 1981; Eaton et al., 1976; Holmes & Rahe,
1967; Hyson, 1983), it has also been related to whether or not one
believes he/she can effectively cope with those experiences (Hammen
& Cochran, 1981; Hammen St Mayol, 1982; Harvey, 1981; Schwartz et
al., 1982).

Variations in how different individuals cope with

stressful events have also been related to ego strength (Josselyn,
1952, 1973; Lesse, 1981; Masterson, 1967; Offer & Offer, 1975).
Indeed, Eaton et al. (1976) suggested that ego strength can, in
part, be defined as the ability to adapt, or tolerate, stress.
The present investigation has already shown the moderately to
severely depressed sample to have a significantly lower self-concept
than the mildly depressed group as measured by the TSCS suggesting
that those subjects may have felt themselves unable to cope with
stressful life events.

Since the mean Life Change Unit scores did

not differentiate the two groups, it would appear that self-concept
rather than, but in the face of, life events may be the variable
which leads to subsequent depression.

The effect on the individual

of stressful life events, therefore, appears to be mediated by the
strength of his/her self-concept.
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Although risk of psychiatric disorder may be a function of
one's psychological vulnerability to stress, it may also be asso
ciated with the amount of social support available to help him/
her in coping with such stress (Lloyd, 1980).

Moreover, the pre

sence or absence of support within the individual's environment
can affect his/her sense of vulnerability to stress (Miller et al.,
1982; Slater & Depue, 1981).

Even if self-concept and/or the abil

ity to cope with stressful events are a function of the amount and
type of support available within one's environment it can be con
cluded, from the results of the current study, that the strength of
the individual's self-concept is significantly associated to de
pression.
A number of studies have implicated life events as leading to
subsequent psychiatric hospitalization regardless of diagnosis
(Cadoret et al., 1972; Hudgens et al., 1967; Morrison.et al., 1968;
Paykel, 1972).

Although the intent of the present study was to in

vestigate the association between life events and depression, the
lack of differentiation between the moderately to severely depressed
group and the mildly depressed sample suggests that stressful life
events may have been related to hospitalization rather than to de
pression per se.
The hypotheses that moderately to severely depressed adoles
cents would show significant elevation on the MMPI-D scale and that
there would be a positive and significant correlation between that
scale and depth of depression as measured by the BDI were supported.
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This result is consistent with previous reports (Beck, 1967; Burk
hart et al., 1980).

In their study to assess the relative predic

tive validity of subtle and obvious items on the MMPI-D scale and
several criterion measures, Burkhart and his associates (1980) con
cluded that although the subtle items added nothing to the predic
tive power of the MMPI-D scale, the obvious items were good predic
tors of the BDI.

This would be expected since the items on the BDI

(Appendix D) are clearly assessing degrees or levels of depression.
Herein lies the potential weakness of a self-report inventory.
Lewinsohn and Teri (1982), in their proposed "false positive"
phenomenon, concluded that although it is acceptable to select non
depressed subjects by self-report, depressed groups defined by such
procedures will include many who are in fact not depressed.

Prus-

off and his colleagues (1972), however, concluded that self-report
can be of value in identifying subjects with mild or moderate de
pression.

In the present study, it would appear that since none of

the subjects were in an acute phase or experiencing a psychotic
depression, the use of the BDI was an appropriate instrument for
dichotomizing the two groups.
Finally, although Gotlib (1982) had suggested that nondepres
sed patients obtained significantly higher BDI scores than did the
nondepressed control group, he had defined moderate to severe de
pression by a BDI score of 11 or above.

It may be that Gotlib*s

results were affected by his use of a BDI score of 11 to distin
guish mildly and moderately to severely depressed subjects.

In the
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current study, a score of 16 was used for this purpose which would
reduce the number of mildly depressed subjects inadvertently being
defined as moderately to severely depressed.

This is consistent

with Strober et al. (1981) who also used a score of 16 and conclud
ed the BDI to be a sound instrument for distinguishing mildly de
pressed adolescents from moderately to severely depressed adoles
cents.
An examination of the diagnoses made by the admitting psychia
trist of the subjects in the current study (Appendix C) reveals a
relatively even distribution of depressive categories between the
two groups.

Fifteen or 39.4% of the mildly depressed subjects and

17 or 42.2% of the moderately to severely depressed subjects were
given a DSM-III diagnosis identifying some level of depression.

Of

these, the most frequent diagnostic category in both groups was
Dysthymic Disorder, 23.7% and 27.8% respectively.

Since these fig

ures suggest that the two groups were relatively matched, it is
concluded that the identification of the moderately to severely de
pressed subjects by scores on the BDI is valid.
The fact that the admission diagnosis did not differentiate
the two groups is of interest since it would suggest that the sub
jects identified as depressed by the BDI did not consistently pre
sent the traditional identifying features of depression outlined
in DSM-III during the clinical interview.

This would support Wei

ner's (1975) conclusion that children and adolescents rarely dis-

R eproduced with permission o f the copyright owner. Further reproduction prohibited without permission.

78
play such traditional features as dysphoric affect and psychomotor
retardation.

They do, however, as determined in the present study,

display self-depreciation as measured by a lowered self-concept.
Furthermore, the moderately to severely depressed group did cogni
tively acknowledge their depression on the BDI even though their
overt behavior was not consistent with the traditional symptoms.
This is consistent with those who contend that so-called "masked
depressions" or depressive equivalents are without support (Beck,
1967; Poznanski, 1979; Rie, 1966).
The results of. the present investigation suggest that although
the subjects in the moderately to severely depressed group con
sciously acknowledged their depression in response to the BDI, their
overt behavior did not necessarily lead to a diagnosis of depression.
This would support the contention that adolescents who are experi
encing negative feelings and percepts about themselves are apt to
draw upon a behavioral repertoire uniquely available to them and
consistent with their developmental stage.

They, therefore, are

apt to exhibit overt antisocial (Freedman et al., 1972), aggres
sive (Cytryn & McKnew, 1972), disobedient (Toolan, 1962), and ali
enating (Lee & Park, 1978) behaviors in order to avoid or deny
their depressed feelings in a desperate attempt to achieve a sense
of control or mastery over their environment.
The hypothesis that TSCS scores and LCU scores taken together
would show greater predictive power of BDI scores than would either
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variable independently was not supported.

Since LCU scores have

already been determined to have no discriminative value in differ
entiating the mildly depressed and moderately to severely depressed
groups, it is not unexpected that combining that variable with the
TSCS would not enhance predictive power.

The TSCS, in and of it

self, is sufficient in this regard.
As has already been suggested, it is unclear whether the in
ability to cope with stressful life events results in a lowered
self-concept or if already existing negative feelings about one
self precludes effective coping with such experiences.

In either

case, the combining of the two variables would yield no additional
predictive power for depression since each variable may have al
ready been affected by an interaction with the other.

Methodological Concerns

The selection of subjects for the present investigation was
derived from consecutive admissions to a short-term inpatient ado
lescent psychiatric unit in a private, non-profit psychiatric hos
pital.

The subjects were then assigned to one of two groups by

dichotomizing scores on the Beck Depression Inventory.

Although

no predetermined attempt was made to match the groups, the age
range and sex ratio of the two samples reflected homogeneity.

The

fact that the population was taken from a private psychiatric hos
pital may have implication since admissions are voluntary, hospital
staff can be selective with regard to whom they admit, and the ex
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pectation of successful treatment results may be heightened.

Util

ization of a population from a state supported, public psychiatric
hospital might clarify the potential impact of these variables.
Since the impact of life experiences on the development of
depressive symptoms was of major concern in the present study, and
since such experiences have been shown to precipitate hospitaliza
tion for a variety of psychiatric disorders, the inclusion of a
nonpsychiatric or disorder-free sample would be in order.
The Life Event History items for this investigation were taken
from Heisel et al. (1973) because they were developed specifically
for children and adolescents.

Since no significant results were

found, the question of how effective this scale is for identifying
depression is raised.

Life Event or Social Readjustment Scales

have previously been questioned regarding the comprehensiveness of
included events, clarity of event descriptions, and construction
procedures employed in their development (Monroe, 1982).

As has

been previously suggested, the development of prospective studies
might be a more effective method of investigating the relationship
between life experiences and psychiatric disorder (Lloyd, 1980) .

Implications for Future Research

Although a significant relationship was found between selfconcept and depth of depression, no determination was made whether
a low self-concept leads to depressive symptomatology or, if once
depressed, the individual develops negative cognitions and feelings
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about him/herself.

Moreover, does a negative self-concept result

in perceiving stressful events as overwhelming and unresolvable or
do the events themselves result in negative self-perceptions?
As was noted earlier in this chapter, depressive symptoms have
been associated with how life events are perceived by the individual,
one’s perception of their coping ability, and the quality of the
social support system available to the individual during periods of
stress.

Rotter’s (1966) distinction between an internal and exter

nal locus of control of reinforcement may aid in further defining
how individuals perceive themselves, their environment, and their
own coping ability.

As children grow through adolescence, this

locus of control is perceived as becoming more internal.

It would

be important to determine if depressed adolescents are delayed in
this transition and continue to perceive themselves as unable to
impact on their environment or change the outcomes of life experi
ences.

Exploring whether or not a relationship exists between locus

of control and self-concept might be a first step in this direction.
Equally important would be the assessment of how individuals
adapted to previous stressful experiences as well as an evaluation
of the nature and quality of the individual's support system, such
as the immediate family.

In the present study, the moderately to

severely depressed subjects admitted to a negative or lowered selfconcept whereas the mildly depressed subjects did not make such an
admission.

An evaluation of the families or assessment of parent

personalities of two such groups of subjects might reveal signifi
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cant differences.

For example, the use of the MMPI with parents

may reveal characteristics that would preclude a strong, nurturing
family support system.
Finally, if, in fact, moderately to severely depressed adoles
cents perceive themselves as lacking control over themselves and/or
their environment, a situation of chronic anxiety may. be created.
The suggestion has been made that anxiety is the primary response
to stress and that depression follows the intervening anxiety re
sponse (Lesse, 1982).

Further clarification of the relationship

between anxiety, locus of control, and depression appears warranted

Summary

The present investigation was designed to compare a group of
mildly depressed psychiatric inpatient adolescents to a moderately
to severely depressed adolescent sample in terms of self-concept
and significant life events.

Significant results were found re

flecting an inverse relationship between self-concept and depth of
depression although life events did not differentiate the two sam
ples.

Conclusions regarding these results were drawn and discussed

limitations of the current study were noted, and implications for
future research were examined.
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APPENDIX A
ENDOGENOUS DEPRESSION

REACTIVE DEPRESSION (GRIEF)

NEUROTIC DEPRESSION

Cause

A primary disturbance in
the structure and func
tion of brain and nervous
system; also toxicity,
infection, injury.

A specific, meaningful loss
of a loved one, of material
things, or of an opportu
nity; displacement; loneli
ness .

Exhaustion of adaptation;
severe or prolonged stress;
inadequacy of personal
strivings; unresolved con
flicts; chronic anxiety;
fear, anger.

History of
depression in
family

Commonly, other family
members have had de
pressions .

No relationship to depres
sion in family.

Illness can sometimes be
related to depression in
the family.

Onset

Fairly rapid (1-4 weeks)
and seems to come from
nowhere.

Sudden, and specifically
related to a loss.

Gradual, over several
weeks. Seems to build up
slowly.

Nature of
depression

Usually of agitated type
with restlessness and
"nervousness".

Tends to be retarded and
slowed down.

Mixed: sometimes slowed,
other times agitated.

Intensity of
depression

Most often severe and
with time gets worse.

Mild to moderate, but oc
casionally severe. Tends
to remain steady.

Fluctuates from mild to
severe.

Duration of
depresion

If untreated, may last
3-24 months, then improve;
but can remain chronic
indefinitely.

If untreated, may last 3-12
months. Improves with time
but may remain chronic.

Varies, depending on per
sonality. Many remain
chronic with periods of
improvement.

Tendency to
recurrence

Common, with varied periods
of remission.

Only with a new loss.

Frequent relapses and
remissions.
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APPENDIX A (continued)
ENDOGENOUS DEPRESSION

REACTIVE DEPRESSION (GRIEF)

NEUROTIC DEPRESSION

Mood

Worse in the morning and
tends to be better in the
evening.

Constant feelings of sad
ness. Little variation in
intensity.

Unpredictable; person blows
"hot and cold." Usually
optimistic in morning and
depressed toward evening.

Sleep

Falls asleep easily but
awakens at 4 to 5 a.m.
and cannot fall asleep
again.

Difficulty in falling
asleep, but then sleeps
through.

Fitful. Awakens readily,
sleeps, reawakens. Morn
ing sleep is deep.

Arising

Awakens tired and jittery,
with no sense of rest.
Feels miserable in the
morning.

Awakens with some feeling
of repose and refreshment.

Awakens with a heavy head,
but hopes for a good day.

Eating

Little interest in food,
and rapid weight loss.

Sluggish appetite, but can
be coaxed to eat something.
Mild weight loss.

Varies.
Some show loss of
appetite; other are com
pulsive eaters and gain
weight.

Crying

Intense, spontaneous, and
agitated crying spells.

Steady tearfulness and
quiet sobbing associated
with ruminations over loss.

Some crying spells; or the
person may say:
"If I
could cry I'd feel better."

Emotional
control

Generally, none. Person
needs to be managed at all
times.

Person retains enough con
trol to manage self.

Varies from well-controlled
to unmanageable.

Self-esteem

Completely lost. Feeling
of emptiness in the self.

No loss of self-esteem.
Feeling of emptiness in
environment.

Fluctuates between high and
low.

0
0
L/l
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APPENDIX A (continued)
ENDOGENOUS DEPRESSION

REACTIVE D EPRESSION (GRIEF)

NEUROTIC DEPRESSION

Anxiety

Present and tends to in
crease as illness p r o 
gresses .

Present, but tends to d i 
m inish wit h time.

Constantly present and may
rise to panic states.

Expressions
of fear

U sually intense; mo s t l y
fear of being alone.

O ccasional mild fears about
"what will happen."

M u l t i p l e fears about p r e s 
ent and future constantly
voiced.

Ability to
mak e dec i 
sions

Absent.
Almost total
ly indecisive.

Retains ability to decide
on important issues.

Indecisive on important
matters.
Positive d e c i 
sions on minor matters.

Ability to
concentrate

None, especially when
agitated.

Can concentrate §ome when
d istracted from loss.

Varies,

Memory

Poor.

Poor.

Variable and unreliable.

Sense of re
sponsibility

Mostly lost.

Retained.

U s u a l l y diffused.

Contact with
reality and
the surround
ings

Usually poor.
Distorted
Judgment, lack of o r i e n 
tation, and inadequate
perceptions are common.

Good.
Oriented to en
vironment and reality
situations.

Varies.
Judgment colored
by level of hysteria and
perceptual distortions.

Delusions

Very common.
Mo s t l y paranoidal; guilt; ideas of
poverty, self-depreciation,
unworthiness.

Uncommon.
If appear,
u s ually as feelings of re
m or s e or guilt about c o n 
tributing to the loss.

Varies.
If present, u s u 
a ll y of persecution, o p 
pression, or guilt; o c c a 
sionally, of unworthiness.

but mo s t l y poor.

co

cr>
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APPENDIX A (continued)
ENDOGENOUS D EPRESSION

REACTIVE D E PRESSION (GRIEF)

NEUROTIC DEPRESSION

Tendency to
alcoholism

Strong, especially if
illness is prolonged.

Some tendency, wh i c h disappears w hen m o u rning stops,

Strong tendency to drown
sorrows in drink.

Fatigue

Chronically tired, but
shows some energy whe n agitated.

Constant weariness is present.

Feelings of "no pep" but
occasional bursts of energy,

Attitude to
fatigue

Do e s not care.

A c cepts the weary feeling.

Feels shame; embarrassed at
failure to m o b i l i z e self.

Reserve of
strength

Littl e to none.

Can be mobilized and person
pulls self together for
periods of time.

Very little, but pe r s o n may
"push" for brief intervals.

Physical
symptoms

Ma n y complaints about
stomach, bowel function,
chest pains, headache.

Fe w complaints.
If present,
mostly about stomach and
chest.

Innumerable vague complaints
such as headache, tightness
in chest, indigestion, and
cramps.

Sexual
interest

Complete loss.

Us u a l l y diminished, but in
some Instances m a y be
aroused.

Fluctuates.
Generally d i 
minished, but person may
try to "prove" sexual c o m 
petence .

Interpersonal
relationships

Disturbed; the person
withdraws.

U s u a l l y greater feelings of
closeness and dependence.

Oft e n destroyed; r e l a t i o n 
ships probably poor all
along.

00
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APPENDIX A (continued)
ENDOGENOUS DEPRESSION

REACTIVE DEPRESSION (GRIEF)

NEUROTIC DEPRESSION

Family atti
tudes to
patient

Removed; treat patient as
a nuisance and problem.

Empathetic, warm, and protective.

Mixed feelings; family
quarrels with patient.

Suicidal
thoughts

Present and intense; also
expressions of fear of
death.

May be present and intense.

Frequently present, but
covered up by desire to
live.

Suicide
attempts

Common and should be
anticipated. Determined
suicidal attempts relate
to desire for relief from
mental pain.

Occasional, but meaningful,
suicidal attempts relate to
loss of hope.

Frequent suicidal attempts
appear to be attentiongathering, but person hopes
to be rescued.

Taken from: Cammer, Leonard.

Up from Depression. New York:

Pocket Books, 1971, pps. 69-73,

oo
00
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P IN E REST C H R IS TIA N HOSPITAL
90
6850 S. DIVISION AVENUE GRAND RAPIDS. MICHIGAN 49508 • 616-455-5000

Special Project
Research Release Form
Pati ent

Date of Birth

The staff at Pine Rest Christian Hospital is committed to providing the
best possible mental health services to each person coming to us. One of the
ways we do this is to subject our programs, diagnostic procedures, and treat
ment methods to study and analysis through ongoing research activity. We ask
your cooperation in this activity by agreeing to make available to the staff
data which will develop in the course of your treatment. These data will be
treated as confidential material and your own identity, or that of your fam
ily, will not be revealed. The collection of this data will not alter your
treatment program in any significant way.
I understand that this current research project represents an attempt
to assess diagnostic procedures and entails simply the administration of
three paper and pencil scales or inventories and the life event history
questionnaire during the first few days following the admission of adoles
cents to the hospital. I further understand that this is a data gathering
project and in no way affects treatment planning.
I understand that the results of the study may be shared through publi
cation and/or oral presentation and that anonymity is guaranteed for those
patients who participate. I understand that the results of the study will be
kept in strict confidence and that the identity of my adolescent and our
family will remain anonymous. Within these restrictions the results of the
study will be made available to me at my request and that I can receive addi
tional explanation of the study after my adolescent's participation is com
pleted.
I understand that participation or non-participation in this research
will not change or alter my adolescent's treatment program in any way. I
also understand that my adolescent is not required to participate and that
he/she or I may discontinue such participation in the project at any time
without effecting the treatment program. Moreover, I am aware that partici
pation in the study does not guarantee any additional benefit to my adoles
cent or me.
I hereby agree to allow my adolescent to participate in this research
project being conducted by David L. Harris, M.A. under the supervision of
Dr. Harry Piersma, Research Coordinator.
Signed

Date
Parent/Guardian of

Witness

Date
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P IN E REST C H R ISTIA N HO SPITAL
91
6850 S. DIVISION AVENUE, GRAND RAPIDS. MICHIGAN 49508 • 616^55-5000

Special Project
Research Release Form
Patient

Date of Birth

The staff at Pine Rest Christian Hospital is committed to providing the
best possible mental health services to each person coming to us. One of the
ways we do this is to subject our programs, diagnostic procedures, and treat
ment methods to study and analysis through ongoing research activity. We ask
your cooperation in this activity by agreeing to make available to the staff
data which will develop in the course of your treatment. These data will be
treated as confidential material and your own identity, or that of your fam
ily, will not be revealed. The collection of this data will not alter your
treatment program in any significant way.
I understand that this current research project represents an attempt
to assess diagnostic procedures and entails simply the administration of
three paper and pencil scales or inventories and the life event history
questionnaire during the first few days following the admission of adoles
cents to the hospital. I further understand that this is a data gathering
project and in no way affects treatment planning.
I understand that the results of the study may be shared through publi
cation and/or oral presentation and that anonymity is guaranteed for those
patients who participate. I understand that the results of the study will
be kept in strict confidence and that the identity of myself and our family
will remain anonymous. Within these restrictions the results of the study
will be made available to me at my request and I can receive additional
explanation of the study after my participation is completed.
I understand that my participation or non-participation in this research
will not change or alter my treatment program in any way. I also understand
that I am not required to participate and that I may discontinue such partici
pation in the project at any time without effecting the treatment program.
Moreover, I am aware that participation in the study does not guarantee any
additional benefit to me.
I hereby agree to participate in this research project being conducted by
David L. Harris, M.A. under the supervision of Dr. Harry Piersma, Research
Coordinator.
Si gned
Patient
Wi tness

Date
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A PP E N D IX C

Demographic Data of Mildly
and Moderately to Severely Depressed Subjects

Parent Composition

MILDLY DEPRESSED
Absolute
Frequency
Both natural parents
Single natural parent
One natural parent
Adoptive parent(s)
No stable home en
vironment
Group home

Totals

n
n
n
n

= 13
= 10
= 8
= 5

n =
n =

Percentage
of Total
34.2
26.3
21.1
13.2

1
1

2.6
2.6

n = 38

100.0

MODERATELY TO
SEVERELY DEPRESSED
Absolute
Frequency
Both natural parents
Single natural parent
One natural parent
Adoptive parent(s)
No stable home en
vironment
Group home

Totals

n
n
n
n

= 9
= 6
= 12
= 6

n =
n =

Percentage
of Total
25.0
16.7
33.3
16.7

3
0

8.3
0.0

n = 36

100.0
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APPENDIX C (continued)

Younger Siblings

MILDLY DEPRESSED
Absolute
Frequency
0
1
2
3
4
5
6

n
n
n
n
n
n
n

Totals

Percentage
of Total

= 7
= 15
= 9
= 4
= 3
= 0
= 0

18.4
39.5
23.7
10.5
7.9
0.0
0.0

38

100.0

MODERATELY TO
SEVERELY DEPRESSED
Absolute
Frequency
0
1
2
3
4
5
6

n
n
n
n
n
n
n

Totals

Percentage
of Total

= 8
= 16
= 7
= 3
= 0
= 1
= 1

22.2
44.5
19.4
8.3
0.0
7.8
7.8

36

100.0
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APPENDIX C (continued)

Older Siblings

MILDLY DEPRESSED
Absolute
Frequency
0
1
2
3
4
5
6

n
n
n
n
n
n
n

= 16
= 12
= 5
= 3
= 1
= 1
= 0

38

Totals

Percentage
of Total
42.1
31.6
13.2
7.9
2.6
2.6
0.0

’

100.0

MODERATELY TO
SEVERELY DEPRESSED
Absolute
Frequency
0
1
2
3
4
5
6

n
n
n
n
n
n
n

Totals

Percentage
of Total

= 16
= 9
= 3
= 3
= 3
= 1
= 1

44.5
25.0
8.3
8.3
8.3
2.8
2.8

36

100.0
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APPENDIX C (continued)

Parent Education - Mother

MILDLY DEPRESSED
Absolute
Prequency
Graduate study
College graduate
Some college
High School graduate
Some high school
Junior high or less

n
n
n
n
n
n

Totals

Percentage
of Total

= 1
= 2
= 9
= 20
= 4
= 2

2.6
5.3
23.7
52.6
10.5
5.3

38

100.0

MODERATELY TO
SEVERELY DEPRESSED
Absolute
Frequency
Graduate study
College graduate
Some college
High School graduate
Some high school
Junior high or less

n
n
n
n
n
n

Percentage
of Total

= 0
= 4
= 8
= 19
= 3
= 1

0.0
11.4
22.8
54.3
8.6
2.9

35

100.0

Missing 1 case
Totals
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APPENDIX C (continued)

Parent Education - Father

MILDLY DEPRESSED
Absolute
Frequency
Graduate study
College graduate
Some college
High School graduate
Some high school
Junior high or less

n
n
n
n
n
n

Percentage
of Total

= I
= 7
= 6
= 17
= 1
= 4

2.S
19.4
16.7
47.2
2.8
11.1

36

100.0

Missing z esses
Totals

MODERATELY TO
SEVERELY DEPRESSED
Absolute
Frequency
Graduate study
College graduate
Some college
High School graduate
Some high school
Junior high or less

n
n
n
n
n
n

Percentage
of Total

= 1
= 5
= 3
= 18
= 6
= 0

3.0
15.2
9.1
54.5
18.2
0.0

33

100.0

Missing 3 cases
Totals
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APPENDIX C (continued)

Parent Occupation - Mother

MILDLY DEPRESSED
Absolute
Frequency
Semi skilled
Skilled
Blue collar
Professional
House wife
Unemployed
.. .
~
Missing j cases

n
n
n
n
n
n

Totals

Percentage
of Total

= 13
= 7
= 2
= 5
= 6
= 2

37.1
20.0
5.7
14.3
17.2
5.7

35

100.0

MODERATELY TO
SEVERELY DEPRESSED
Absolute
Frequency
Semi skilled
Skilled
Blue collar
Professional
House wife
Unemployed

Totals

n
n
n
n
n
n

Percentage
of Total

= 11
= 7
= 1
= 4
= 9
= 4

30.6
19.4
2.8
11.1
25.0
11.1

36

100.0
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APPENDIX C (continued)

Parent Occupation - Father

MILDLY DEPRESSED
Absolute
Frequency
Semi skilled
Skilled
Blue collar
Professional
Executive
Unemployed

n
n
n
n
n
n

Percentage
of Total

= 12
= 14
= 3
= 5
= 1
= 0

34.2
40.0
8.6
14.3
2.9
0.0

35

100.0

Missing 3 cases
Totals

MODERATELY TO
SEVERELY DEPRESSED
Absolute
Frequency
Semi skilled
Skilled
Blue collar
Professional
Executive
Unemployed

n
n
n
n
n
n

=
=
=
=
=
=

Percentage
of Total

8
7
6
7
1
3

25.0
21.9
18.7
21.9
3.1
9.4

32

100.0

Missing 4 cases
Totals

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

100

APPENDIX C (continued)

Previous Psychiatric Contact - Patient

MILDLY DEPRESSEDPercentage'
of Total

Outpatient

Absolute
Frequency

0
1
2

n = 12
n = 3
n = 0

31.6
50.0
18.4

38

100.0

Totals

MODERATELY TO
SEVERELY DEPRESSED
Percentage
of Total

Outpatient

Absolute
Frequency

0
1
2

n = 13
n = 20
n = 3

36.1
55.6
8.3

36

100.0

Totals
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APPENDIX C (continued)

Previous Psychiatric Contact - Patient

MILDLY DEPRESSED
Inpatient

Absolute
Frequency

0
I
2

n = 35
n = 3
n = 0

92.1
7.9
0.0

38

100.0

Totals

Percentage
of Total

MODERATELY TO
SEVERELY DEPRESSED
Percentage
of Total

Inpatient

Absolute
Frequency

0
1
2

n = 28
n = 4
n = 4

77.8
11.1
11.1

36

100.0

Totals
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APPENDIX C (continued)

Previous Psychiatric Contact - Mother

MILDLY DEPRESSED
Outpatient

Absolute
Frequency

0
1
2

n = 27
n = 9
n = 2

71.1
23.6
5 .3

38

100.0

Totals

Percentage
of Total

MODERATELY TO
SEVERELY DEPRESSED
Percentage
of Total

Outpatient

Absolute
Frequency

0
1
2

n = 22
n = 11
n = 3

61.1
30.6
8.3

36

100.0

Totals
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APPENDIX C (continued)

Previous Psychiatric Contact - Mother

MILDLY DEPRESSED
Percentage
of Total

Inpatient

Absolute
Frequency

0
1
2

n = 37
n = 1
n = 0

97.4
2.6
0.0

38

100.0

Totals

MODERATELY TO
SEVERELY DEPRESSED
Inpatient

Absolute
Frequency

0
1
2

n = 29
n = 5
n = 2

80.6
13.8
5.6

36

100.0

Totals

Percentage
of Total
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APPENDIX C (continued)

Previous Psychiatric Contact - Father
MILDLY DEPRESSED
Outpatient

Absolute
Frequency

0
1
2

n = 34
n = 4
n= 0

89.5
10.5
0.0

38

100.0

Totals

Percentage
of Total

MODERATELY TO
SEVERELY DEPRESSED
Percentage
of Total

Outpatient

Absolute
Frequency

0
1
2

n = 30
n = 5
n = 1

83.3
13.9
2.8

36

100.0

Totals
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APPENDIX C (continued)

Previous Psychiatric Contact - Father

MILDLY DEPRESSED
Inpatient
0
1 •

Totals

Absolute
Frequency

. Percentage
of Total

n = 38
n = 0

100.0
0.0

38

100.0

MODERATELY TO
SEVERELY DEPRESSED
Inpatient

Absolute
Frequency

0
1

n = 35
n = 1

97.2
2.8

36

100.0

Totals

Percentage
of Total
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APPENDIX C (continued)

Previous Psychiatric Contact - Siblings

MILDLY DEPRESSED
Percentage
of Total

Outpatient

Absolute
Frequency

0
1
2

n = 34
n = 2
n = 2

89.4
5.3
5.3

38

100.0

Totals

MODERATELY TO
SEVERELY DEPRESSED
Outpatient

Absolute
Frequency

0
1
2

n = 30
n = 5
n = 1

83.3
13.9
2.8

36

100.0

Totals

Percentage
of Total
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APPENDIX C (continued)

Previous Psychiatric Contact - Siblings

MILDLY DEPRESSED
Inpatient

Absolute
Frequency

0
1
2

n = 37
n = 0
n = 1

97.4
0.0
2.6

38

100.0

Totals

Percentage
of Total

MODERATELY TO
SEVERELY DEPRESSED
Inpatient

Absolute
Frequency

0
1
2

n = 33
n = 2
n = 1

91.7
5.6
2.7

36

100.0

Totals

Percentage
of Total
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APPENDIX C (continued)

Admission Diagnosis (DSM III)

MILDLY DEPRESSED
Absolute
Frequency
295.33 Paranoid, subchronic with
acute exacerbation
296.32 Major Depression, without
Melancholia
296.54 Bipolar Disorder, Depressed,
with Psychotic Features
296.70 Atypical Bipolar Disorder
296.82 Atypical Depression
300.02 Generalized Anxiety Disorder
300.40 Dysthymic Disorder
302.00 Ego-dystonic Homosexuality
308.30 Post-Traumatic Stress
Disorder, Acute
309.00 Adjustment Disorder with
Depressed Mood
309.28 Adjustment Disorder with
Mixed Emotional Features
309.30 Adjustment Disorder with Dis
turbance of Conduct
309.40 Adjustment Disorder with Mixed
Disturbance of Emotions
and Conduct
309.90 Adjustment- Disorder with Atyp
ical Features
312.00 Conduct Disorder, Under
socialized, Aggressive
312.10 Conduct Disorder, Under
socialized, Nonaggressive
312.23 Conduct Disorder, Socialized,
Aggressive
312.21 Conduct Disorder, Socialized,
Nonaggressive
313.21 Avoidant Disorder of Childhood
or Adolescence
313.81 Oppositional Disorder
313.82 Identity Disorder

Totals

Percentage
of Total

n =

1

2.6

n =

0

0.0

n
n
n
n
n
n

=
=
=
=
=
=

0
0
1
0
9
1

0.0
0.0
2.6
0.0
23.7
2.6

n =

0

0.0

n =

5

13.2

n =

2

5.3

n =

0

0.0

n =

7

18.4

n =

1

2.6

n =

1

2.6

n =

1

2.6

n =

1

2.6

n =

2

5.3

n =
n =
n =

2
4
0

5.3
10.6
0.0

38

100.0(
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APPENDIX C (continued)
Admission Diagnosis (DSM III)
MODERATELY TO SEVERELY DEPRESSED
Absolute

Frequency
295.33 Paranoid, subchronic with
acute exacerbation
296.32 Major Depression, without
Melancholia
296.54 Bipolar Disorder, Depressed,
with Psychotic Features
296.70 Atypical Bipolar Disorder
296.82 Atypical Depression
300.02 Generalized Anxiety Disorder
300.40 Dysthymic Disorder
302.00 Ego-dystonic Homosexuality
308.30 Post-Traumatic Stress
Disorder, Acute
309.00 Adjustment Disorder with
Depressed Mood
309.28 Adjustment Disorder with
Mixed Emotional Features
309.30 Adjustment Disorder with Dis
turbance of Conduct
309.40 Adjustment Disorder with Mixed
Disturbance of Emotions
and Conduct
309.90 Adjustment Disorder with Atyp
ical Features
312.00 Conduct Disorder, Under
socialized, Aggressive
312.10 Conduct Disorder, Under
socialized, Nonaggressive
312.23 Conduct Disorder, Socialized,
Aggressive
312.21 Conduct Disorder, Socialized,
Nonaggressive
313.21 Avoidant Disorder of Childhood
or Adolescence
313.81 Oppositional Disorder
313.82 Identity Disorder
Totals

Percentage
of Total

n = 0

0.0

n = 2

5.5

=
=
=
=
=
=

1
1
0
1
10
0

n =

1

n
n
n
n
n
n

2.8

2.8
0.0
2.8

27.8
0.0
2.8

n = 3

8.3

n= 6

16.7

n =

2

5.5

n= 3

8.3

n=

1

2.8

n=

1

2.8

n = 0

0.0

n = 0

0.0

n= 2

5.5

n= 1
n = 0
n = 1

0.0

36

100.0

2.8
2.8
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Instructions— Beck Depression Inventory*

The following instructions have been developed in order to
standardize the administration of the Depression Inventory.

It is

important that they be followed in order to provide uniformity and
to minimize interviewer effects.

Routine of Administration

Say to the patient, "This is a questionnaire.
naire are groups of statements.

On the question

I will read a group of statements.

Then I want you to pick out the one statement in that group which
best describes the way you feel today, that is, right now!"
At this point had a copy of the questionnaire to the patient
and say, "Here is a copy for you to follow as I read."

Read the

entire group of statements in the first category (do not read the
numbers appearing before the statements); then say, "Now which one
of the statements best describes the way you feel right now?"
If the patient indicates his choice by responding with a num
ber, read back the statement corresponding to the number given by
the patient, in order to avoid confusion as to which statement is
selected.
0 or 1.

If the patient says "the first statement", he may mean
After you are satisfied that the patient understands the

numbering system, the numerical answer should be a sufficient indi
cation of his choice.
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APPENDIX D (continued)
Additional Notes

1.

Make sure that each choice is indeed the patient’s choice

and not words you have put in his mouth.

Get the patient to ex

press, on his own, which statement is his choice.
2.

If the patient indicates that there are two or more state

ments that fit the way he feels, then record the higher of the two
values.
3.

If the patient indicates that the way he feels is between,

say, 2 and 3, being more than 2 but not quite 3, then record the
value he is closer to, or 2.
4.

Generally, the interviewer should continue to read aloud

the statements comprising each category.

Sometimes the patient will

take the initiative and read the statements in a category silently,
ahead of the interviewer, and start giving his preference.

If the

patient is alert and apparently knowledgeable, let him read the
statements silently and then make his choice.

Explain to such a

patient that the reason you read the statements aloud is so that
you can be sure he had read all the statements in the category be
fore making his choice.

Tell the patient that if he will be sure

to read all statements in each group before making his choice, he
may read silently.

Use tact and diplomacy to encourage the patient

to reflect sufficiently before making a choice.
5.

The depression score should be entered on a record sheet.
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APPENDIX D (continued)
It is simply the sum of the weighted responses of items A through
U.

The weight is the numerical adjacent to each statement.

*Beck (1967), pp. 336-337.
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Instructions— Tennessee Self Concept Scale*

On the top line of the separate answer sheet, fill in your
name and the other information except for the time information in
the last three boxes.

You will fill these boxes in later.

only on the answer sheet.

Write

Do not put any marks in this booklet.

The statements in this booklet are to help you describe your
self as you see yourself.

Please respond to them as if you were

describing yourself to yourself. Do not omit any iteml Read each
statement carefully; then select one of the five responses listed
below.

On your answer sheet, put a circle around the response you

chose.

If you want to change an answer after you have circled it,

do not erase it but put an X mark through the response and then cir
cle the response you want.
When you are ready to start, find the box on your answer sheet
marked time started and record the time.

When you are finished,

record the time finished in the box on your answer sheet marked
time finished.
As you start, be sure that your answer sheet and this booklet
are lined up evenly so that the item numbers match each other.
Remember, put a circle around the response number you have
chosen for each statement.

Responses-

Completely
false
1

Mostly
false
2

Partly false
and
partly true
3

Mostly
true

Completely
true

4
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APPENDIX E (continued)

You will find these response numbers repeated at the bottom of
each page to help you remember them.

*Fitts, 1964
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Instructions— Minnesota Multiphasic Personality Inventory

This inventory consists of numbered statements.

Read each

statement and decide whether it is true as applied to you or false
as applied to you.
You are to mark your answers on the answer sheet which is at
tached to the inside back cover of this booklet.

_______________________

ple of the answer sheet shown at
.,
the right.
°

Look at the exam

,
.
If the statement is

Section of answer sheet
.
. ,
correctly marked

TRUE or MOSTLY TRUE, as applied to

A

T

F

you, blacken the oval with the T.

B

T

F

(See A at the right.)

If a statement

is FALSE or NOT USUALLY TRUE, as applied to you, blacken the oval
with the F.

(See B at the right.)

If a statement does not apply

to you or if it is something that you don't know about, make no
mark on the answer sheet.
Remember to give YOUR OWN opinion of yourself.

Do not leave

any blank spaces if you can avoid it.
On each page of statements there are two arrows which must be
lined up with two matching arrows on a column of the answer sheet.
When the arrows on the page and on the answer sheet line up, the
answer spaces will follow each statement.
sponse for each statement.
to change.

Blacken only one re

Erase completely any answer you wish

Do not make any marks on this booklet.

Remember, try to make some answer to every statement.
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APPENDIX F (continued)

Now begin with statement 1.

Minnesota Multiphasic Personality Inventory
Copyright 1943, renewed 1970; c 1965, 1966 by the University of
Minnesota, Minneapolis, Minn. Published by The Psychological
Corporation, New York, N. Y.
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LIFE EVENT HISTORY

Name

Date of Birth

Admission Date

Source

Event

Date
Reorder

Date of Each Occurrence
(month, year, & school grade)

1.

Beginning of nursery
first grade
seventh grade
high school

2.

Change to a different
school (record each)

3.

Birth or adoption of
a brother/sister (each)

4.

Brother/sister leaving
home (each)

5.

Hospitalization of
brother/sister (each)

6.

Death of brother/sister
(each)

7.

Change of father's oc
cupation requiring
increased absence
from home (each)

8.

Loss of job by parent
(each)

9.

Marital separation of
parents (each)

Life Change
Unit Score
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APPENDIX G (continued)

Event

Date of Each Occurrence
(month, year, & school grade)

10.

Divorce of parents

11.

Hospitalization of
parent - serious
illness (each)

12.

Death of parent
Mother/Father

13.

Death of grandparent

14.

Marriage of parent to
stepparent (each)

15.

Jail sentence of parent
for 30 days or less
(each)

16.

Jail sentence of parent
for 1 year or more (each)

17.

Addition of third adult
to family (e.g. grand
parent)

18.

Change in parents'
financial status
(each)

19.

Mother beginning to work

20.

Decrease in number of argu
ments between parents

Life Change
Unit Score
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APPENDIX G (continued)

Event

Date of Each Occurrence
(month, year, & school grade)

21.

Increase in number of argu
ments between parents

22.

Decrease in number of argu
ments with parents

23.

Increase in number of argu
ments with parents

24.

Discovery of being an
adopted child

25.

Acquiring a visible
deformity

26.

Having a visible congen
ital deformity

27.

Hospitalization of your
self— child (each)

28.

Change in acceptance
by peers

29.

Oustanding personal
achievement

30.

Death of a close friend
(child's friend)

31.

Failure of a year in
school (each)

Life Change
Unit Score
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APPENDIX G (continued)

Event

Date of Each Occurrence
(month, year & school grade)

32.

Suspension from
school (each)

33.

Pregnancy in unwed teen
age sister (each)

34.

Becoming involved in
drugs or alcohol

35.

Becoming a full-fledged
member of a church or
synagogue

36.

Not making an extra
curricular activity
you wanted to be in
volved in (i.e., ath
letic team, band)

37.

Breaking up with a boy
friend or girlfriend
(each)

38.

Beginning to date

39.

Fathering an unwed
pregnancy (each)

40.

Unwed pregnancy (each)

41.

Being accepted to a
college of your
choice

Life Change
Unit Score
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A P P E N D IX G ( c o n t i n u e d )

Event

42.

Date of Each Occurrence
(month, year & school grade)

Life Change
Unit Score

Getting married

*Heisel et al. (1973)
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